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Volume I Introduction to the Portfolio
Introduction to the Portfolio
The portfolio is comprised of two volumes, which have been produced in fulfilment of 
the criteria for the degree of Doctor of Psychology (Clinical Psychology).
This is volume I. It is divided into three sections: academic, clinical and research. 
The academic dossier consists of two essays (covering the topics of psychological 
models and interventions for eating disorders, and the proposed reforms of the mental 
health act), three problem based learning reflective accounts, and two case discussion 
group reflective account summaries. The clinical dossier contains a summary of the 
details of all the placements and a summary of each of the five case reports. The 
research dossier contains the Service Related Research Project completed in year one, 
the abstract of the group Qualitative Research Project completed in year two, the 
Major Research Project completed in year three, and a research log which details 
research skills, knowledge and experience gained throughout the three years of 
training.
Volume II of the portfolio comprises the confidential dossier, which contains the 
placement contracts, clinical placement evaluation forms, logbooks of clinical 
experience, two case discussion group reflective accounts, and the five complete case 
reports. Due to the confidential nature of Volume II, it is retained by the Department 
of Clinical Psychology at the University of Surrey.
Both volumes of the portfolio are organised chronologically to demonstrate the 
developmental nature of the academic, clinical and research skills acquired throughout 
training.
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Volume I: Chapter One Academic Dossier
CHAPTER ONE: 
ACADEMIC DOSSIER
Overview
The academic dossier comprises:
1. Two essays
2. Three problem based learning reflective accounts
3. Two case discussion group reflective account summaries
The two full case discussion group reflective accounts can be found in Volume II of 
the portfolio.
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Volume I: Academic Dossier Adult Essay
ADULT ESSAY 
APPROACHES TO PSYCHOLOGICAL DISTRESS
Compare and Contrast the Theoretical Underpinning and Effectiveness of 
Two Formal Models of Psychological Intervention that are used in the
Treatment of Eating Disorders
January 2005 
Completed in Year 1
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Introduction
It is impossible to do justice to a field of such breadth as eating disorders in one essay. 
This essay will focus specifically on two subcategories of eating disorder; Anorexia 
Nervosa (AN) and Bulimia Nervosa (BN). There are a variety of reasons for this. 
Firstly, the striking difference between the scarcity of research into treatment 
effectiveness for AN and the impetus of current literature on BN is puzzling. I hope 
to discover whether the literature on BN could help understand the development and 
treatment of AN. Finally, despite my limited clinical experience in this area, I have 
personal experience of two close friends who have both suffered from an eating 
disorder. Ms X suffered from AN from the age of 10 years old, and Ms Y with BN 
from the age of 16 years. I hope to use my personal experiences to reflect upon the 
issues raised. I plan to do this by referring to myself in the 1st person. I recognize this 
essay as a challenge because it differs from the more traditional academic writing 
style.
This essay will discuss the theoretical underpinnings and effectiveness of Cognitive- 
Behavioural therapy (CBT) and Interpersonal psychotherapy (IPT). The effectiveness 
of CBT for the treatment of BN is well documented (Fairbum et al, 1991; 1993; 
Whittal et al, 1999; Wilson and Fairbum, 1993; Wilson et al, 2002). It is therefore 
considered the treatment choice (Department of Health, 2001). However, recently a 
collection of studies have suggested that IPT might be as effective in the long term 
(Fairbum et al, 1991,1993; Agras et al, 2000; Wilfley et al, 1993). IPT is the first 
psychotherapy to demonstrate effects equivalent to CBT in the treatment of BN. This 
therefore maybe a useful theoretical perspective to explore with regards to AN.
When I was initially starting to prepare for this essay, I found myself thinking deeply 
about my past personal experiences and what I learned through these. At the 
beginning of the process I found myself reading literature and taking it ‘as fact’. I felt 
my personal experience was isolated and distinctly different from what I was reading. 
Upon reflection, I think this further elaborates the ‘untouchable’ and ‘secretive’ illness 
eating disorders can be experienced as. I saw my perception slowly change as I
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gained further insight into the disorders and I realized how much I could offer the 
reader, by reflecting on my personal experiences.
This essay will follow the following format. Initially it will discuss general details, 
diagnosis and presentation of AN and BN. It will then explore the theoretical 
underpinnings of the two formal models; CBT and IPT, after which the effectiveness 
of the psychological treatments will be discussed and critically analysed. Finally a 
comparison of the findings for both AN and BN will be completed. The essay will 
conclude by looking at the trends and limitations in the research into eating disorders.
Anorexia Nervosa (AN) and Bulimia Nervosa (BN)
Description and Diagnosis
AN and BN are common sources of psychiatric morbidity faced by adolescent girls 
and young women (Hoek, 1991; Hsu et al, 1989; Morgan et al, 1983) and are marked 
by chronicity and frequent relapse (Fairbum, Cooper et al, 2000). Typically onset is 
around puberty (Diagnostic and Statistical Manual of Mental Disorders, 4th edition, 
DSM-IV, American Psychiatric Association, 1994; Mitchell et al, 1985). Significant 
comorbidy is found including alcoholism and major depression (Kendler et al, 1991; 
Newman et al, 1996; Steinhausen 2002).
AN is a diagnostic term implying a collection of symptoms. The distinctive feature is 
the absence to maintain weight above or in line with a ‘normal’ body weight. To meet 
criteria for a diagnosis there must also be an intense fear of becoming overweight, 
dietary restriction, often excessive exercise and a disturbance in the way weight and 
shape are experienced. Although in most cases there will be extreme dietary restraint, 
some may have periods of binge-eating. Rather than risk weight gain however, they 
will counter it by self-induced vomiting or laxative misuse. This subgroup is usually 
referred to as the ‘binge eating/ purging subtype’, as opposed to the ‘restrictor 
subtype’. AN is associated with serious medical complications and high rates of 
inpatient hospitalization, suicide attempts and mortality (Newman et al, 1996).
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Although BN can accompany AN, most bulimics are at least average weight. Russell 
(1979) coined the term ‘bulimia nervosa’ out of his research into AN. It has two main 
distinctions (Fairbum et al, 1986). Eating habits consist of recurrent episodes of binge 
eating, accompanied by (for the majority) behaviours to try to redeem any weight gain 
and to control body size, including self induced vomiting. In between binge eating 
behaviour is characterized by strict dieting and avoidance of certain ‘banned foods’. 
Self-evaluation is once again linked to ideas about weight and shape. Clinical reports 
and community samples suggest BN mns a chronic course (Fairbum and Beglin, 
1990; Russell, 1979; Fairbum et al, 2000) and there is often a high level of general 
psychiatric conditions (Fairbum and Cooper, 1984; Kendler et al, 1991). It is also 
associated with impaired interpersonal functioning (Norman and Herzog, 1986; 
Fairbum and Cooper, 1984). For a diagnosis of BN the service user has to experience 
at least 2 binges a week over a 3 month period. There are two subtypes of BN; 
usually being referred as the ‘purging type’ and ‘non-purging type’.
BN shares many physical and psychological features with AN. For example, 
abnormal eating patterns and fears of weight gain. Preoccupation with food and 
weight is undoubtedly the most specific psychological characteristic. Clinically, the 
overt behaviours and physical symptoms are the identified problem, with bulimia 
symptoms being less overt. For example, Ms X became extremely emaciated and 
developed fine downy hair on her face and neck, whereas Ms Y did not. The most 
widely used diagnostic tool is the Diagnostic and Statistical Manual of Mental 
Disorders; (4th edition; DSM-IV; American Psychiatric Association, 1994). The DSM- 
IV gives diagnostic primacy for AN with the crucial diagnostic feature being weight.
As yet there doesn’t seem to be a definite answer as to why people develop eating 
disorders. Both illnesses are associated with low self-esteem (Graham et al, 1998). 
There is also a higher risk with those who have previously dieted (Hamilton et al, 
1985). However, the picture is not clear. It seems generally agreed that the 
development of an eating disorder is a complex interplay of many factors 
(Steinhausen, 2002), including, genetic (Kendler et al, 1991), socio-cultural and 
psychological, which are then combined with many other factors such as predisposing
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factors and precipitating events. Eating disorders can affect people of all educational 
and social backgrounds and many cultures (Simson, 2002).
Theoretical Underpinnings o f the Cognitive Model and Cognitive-Behavioural 
Treatment Interventions for Anorexia Nervosa (AN) and Bulimia Nervosa (BN)
The Department of Health defines Cognitive Behavioural Therapy (CBT) as “the 
pragmatic combination of concepts and techniques from cognitive and behaviour 
therapies” (2001, p. 8)
Behaviour therapy (BT) derives from learning theory and seeks to solve problems by 
changing behaviour and environmental factors. Initially, behavioural treatments for 
eating disorders were based on operant conditioning and management procedures, 
where weight or eating targets were set and rewarded. More recently the principles of 
classical conditioning have also been incorporated (Jansen et al, 1989). Cognitive 
therapy adopts this structured approach but places more emphasis on the role of 
service users’ thoughts and beliefs. It is based on a theoretical assumption that an 
individual’s behaviour and affect are determined by the way they structure the world 
(Beck, 1967, 1976). A person’s cognitions are assumed to be based on their attitudes 
and assumptions, which are developed from previous experiences. The theoretical 
focus is on the significance of ‘distorted thinking patterns’, using techniques derived 
from Beck’s (1979) cognitive model of depression. Cognitive and behavioural 
techniques are used with the aim of relieving symptoms by changing maladaptive 
thought and beliefs.
The cognitive distortions of service users with AN and BN have been found to be 
relatively stereotyped in terms of ‘errors of reasoning’ (Beck et al, 1979). The 
following are a selection of common ‘thinking errors’ that Beck and colleagues 
identified, with some examples provided by Gamer and Bemis (1982):
• Overgeneralization: “When I used to eat carbohydrates, I was fat: therefore, I 
must avoid them now so I won’t become obese”
• Selective abstraction: “The only way I can be in control is through eating”
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• Magnification : “I’ve gained two pounds so I can’t wear shorts any more”
Cognitive-behavioural therapy (CBT) for BN is based on the cognitive model. The 
model assumes that extreme concerns about weight, shape and diet lead to 
engagement of dietary restriction (Wilson et al, 2002). It proposes that excessive 
dieting leads to the formulation of rigid food rules, which are often impossible to obey 
making ‘rule breaking’ likely. However, violations of rules are seen as evidence of 
poor self-control. The binge eating threatens weight gain and hence vomiting, 
laxative use and purging occurs. The belief in the effectiveness of these strategies 
maintain this ‘binge-purging’ cycle. It is the dysfunctional attitudes to shape, weight 
and eating that are of primary importance (Fairbum, Jones et al, 1993) and features 
such as excessive dieting and exercise are seen as secondary to these overvalued ideas 
(Fairbum et al, 2003). CBT is used with the aim of breaking this vicious cycle by 
reinstating a normal eating pattern, exposing patients to ‘banned’ foods, and 
challenging distorted cognitions concerning food, weight and shape (Fairbum, 1981). 
Self monitoring of dietary habits is a main therapeutic process, which forms the basis 
for behaviour change. Relapse prevention strategies are also used. CBT treatment 
packages are routinely recommended (Fairbum, 1985; Fairbum, Marcus and Wilson, 
1993).
The cognitive-behavioural model of AN proposed by Gamer and Bemis (1982) once 
again stresses the role of dysfunctional cognitions in both the development and 
maintenance of the disorder. However, currently there is no comprehensive treatment 
that is grounded in research findings. Like CBT for BN, the central aim is to alter the 
patients thinking about weight and shape. Cognitive theory would suggest that both 
BN and AN share common psychopathology and would therefore predict a similar 
cognitive approach to treatment.
Theoretical Underpinnings o f Interpersonal Psychotherapy (IPT) and Interventions 
for Anorexia Nervosa (AN) and Bulimia Nervosa (BN)
The Department of Health defines Interpersonal Psychotherapy (IPT) as “a structured, 
supportive therapy linking recent interpersonal events to mood or other problems,
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paying systematic attention to current personal relationships, life transitions, role 
conflicts and losses” (2001, pp.45)
Interpersonal Psychotherapy (IPT) was originally developed by Klerman et al (1984) 
for the treatment of depressed out-patients. It is based on techniques derived from 
psychodynamically informed therapies but the primary focus is on current 
circumstances, relationships and interpersonal functioning. IPT assumes that mastery 
of current social roles and adaptation to interpersonal situations are sufficient for 
treatment effectiveness, because of the interrelationship among negative mood, low 
self-esteem, interpersonal functioning and eating behaviour (Fairbum et al, 1991; 
1993).
IPT was modified for the treatment of BN for research purposes in 1991 (Fairbum et 
al, 1991) and then manualised in 1997 (Fairbum; 1997). Treatment focuses on 
interpersonal and social difficulties, with the rationale being that binge eating occurred 
as a response to interpersonal disturbances, for example, social isolation or fears of 
rejection. Treatment goals evolved from 4 main interpersonal problem areas 
(Klerman et al, 1984); grief, interpersonal disputes, role transitions, and interpersonal 
deficits. Individuals’ practice identifying their reactions to interpersonal interactions 
and experiment with alternative strategies. The aim is to enhance their ability to deal 
with situations in their social life and therefore treatment encompasses a problem­
solving component.
As developed for depression, IPT for BN has three phases (Fairbum, 1997). Phase 
one comprises of a detailed analysis of the interpersonal context of the development 
and maintenance of the eating disorder. Phase two is a formulation in interpersonal 
terms and the specification of a limited number of problem areas (Wilson et al, 2002). 
Finally phase three involves discussions of feelings about termination, progress is 
reviewed, and ways to handle future difficulties explored.
As far as I know IPT has not been adapted or discussed with reference to AN. 
Literature tends to focus on the treatment of BN.
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Similarities and Differences between the Two Theoretical Underpinnings and 
Treatment Interventions fo r A N  and BN
Both CBT and IPT are more evident in BN literature, and there is much more 
literature (which is more easily accessible) on CBT compared to IPT. This comes as 
no surprise when considering the general coverage of CBT in most disorders.
On a theoretical note, both models emphasise the role of current situations and 
behaviours in stress-provoking situations and learn of the development and 
maintenance through self-monitoring (although CBT does this more explicitly). Both 
also stress the importance of relapse prevention procedures. This emphasis on the 
transference of skills, ideas and knowledge is, however, within very different 
modalities and conceptual ideas. The theoretical underpinnings of IPT pay no 
attention to eating habits or attitudes about weight and shape. Of note is also the fact 
that both of the models and treatments originated from work with depressed patients. 
This may or may not be of significance.
My clinical experience and academic training has mainly been within a cognitive- 
behavioural orientation, so my understanding of IPT has been reliant on current 
literature and discussions with other health professionals. Current literature on the 
theoretical underpinnings of IPT seems sparse and most health care professionals I 
have spoken to had no or very limited understanding of what IPT proposed. This 
highlights the very limited use of IPT within the NHS (Department of Health, 2001)
Effectiveness o f CBT and IPT
Anorexia Nervosa
There appears to be limited comparative trials of psychotherapies for AN (Fairbum, 
1990). Traditionally, the treatment for AN has involved in-patient services, nursing 
staff, and specialist care. The delivery of treatment depends upon the clinical state of 
the service user and the services available. Inpatient treatment is sometimes viewed as 
the treatment of choice (e.g. Crisp et al, 1991) and the main emphasis within the
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literature is inpatient treatment. However, some authors state that service users can be 
managed on an outpatient basis (Morgan, Purgold, and Welboume, 1983) and it has 
been shown to be comparatively effective (Hall and Crisp, 1987; Channon et al, 1989; 
LeGrange et al, 1992; Crisp et al, 1991).
Whatever the setting, the long-term maintenance of recovery appears to be the real 
challenge. Ratnasuriya et al (1991) found that 15% of service users had died of 
causes related to AN. However, this has been shown to be minimized by specific 
psychotherapeutic interventions after discharge (Dare, 1990), but it is unclear in 
literature reviews which modality treatment is in. The only finding which has been 
repeated is the effectiveness of family therapy for a specific subgroup; the younger, 
with shorter duration of illness (e.g. Russell et al, 1987), considered as having the best 
prognosis (Channon et al, 1989; Treasure et al, 1995). Russell et al (1987) also found 
that individual therapy proved better for older service users. The question is which 
therapeutic orientation is most effective?
Channon et al (1989) contrasted CBT, behavioural therapy (BT) and routine 
outpatient treatment. No differences were found between the groups. However, each 
group had only eight subjects, which limits the ability to generalize from the study and 
the power to detect differences. Another noticeable criticism was that the treatments 
were not manualised or explained in great detail and that both the CBT and BT 
treatments had similar therapeutic processes. This makes it difficult to detect the 
specific versus non-specific mediators of change.
Herzog et al (1988) and Steinhausen et al (1991) between them reviewed about 70 
studies of longer term outcome in AN. Studies were mostly open trials of a variety of 
treatments and with a wide range of un-standardized outcome measures. All this 
variability obviously limits reliability. More recently Steinhausen (2002) reviewed 
199 service user outcome series covered in English and German literature. Once 
again it was found that there were considerable differences between the studies in 
terms of design, group size, methods employed and diagnostic criteria. Lower 
mortality rates/higher recovery rates were found with the younger patients. This is
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consistent with findings suggesting that early interventions provide individuals with 
the best chance of recovery (Morgan et al, 1983).
In summary the research into effective treatments for AN leaves many unanswered 
questions. Many articles do not explain the specific orientations and procedures of 
interventions. There is also a diversity of interventions reported on, without any lines 
of connection between research, meaning that evaluation of effectiveness of 
modalities is difficult. The descriptive nature of data, lack of systematic and rigorous 
evaluation, and scarcity of randomized control trials means that long term outcome is 
hard to establish. Overall conclusions seem to give the impression that long term 
outcome is poor and no conclusions can be made on the specific effectives of CBT. 
Currently there is no research into the effectiveness of IPT treatment for AN.
Some support for the cognitive-behavioural model of AN is the suggestion that eating 
attitudes and preferred weights upon discharge are correlated significantly with 
follow-up weight status in patients (Channon et al, 1989), and there is very general 
support for IPT in studies that have shown that factors other than excessive dietary 
restraint serve to disinhibit eating in dieters, including, anxiety, depression, and low 
self-esteem. All of which are often triggered by interpersonal interactions (Herman 
and Polivy, 1975; Polivy, Heatherton and Herman, 1988).
Bulimia Nervosa
Although more recently recognized, BN has become more thoroughly researched than 
AN. Literature includes case series, meta-analysis, and, more recently controlled 
trials. Initially, BN was thought to be unresponsive to treatment (Russell, 1979), but 
now there are differing views on the long-term effectiveness. Studies of the course of 
BN show a low rate of full recovery (Collings and King 1994; Fairbum et al, 1995; 
Keel et al, 1999). But in the short term it is generally agreed that BN does respond to 
some forms of treatment (Fairbum, 1988).
CBT appears to be the most thoroughly evaluated (Mitchell et al, 1990; Hartmann et 
al, 1992; Wilson and Fairbum, 1993) with effective therapeutic effects appearing
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relatively stable (Fairbum et al, 1986; Fairbum, 1988, Wilson et al, 1986). 
Comparisons of CBT, antidepressants, or CBT and medication together have provided 
a weight of evidence suggesting that combining medication with CBT does not 
increase the effectiveness (Leitenberg et al, 1994; Mitchell et al, 1990; Agras et al, 
1992; Wilson et al, 1999), and that CBT is more effective than medication (Craighead 
and Agras, 1991; Agras et al, 1992). CBT appears superior with regards to reducing 
persistent dietary restraint (Rossiter et al, 1988; Fairbum, 1981) and in reducing the 
strength of dysfunctional thoughts (Fairbum, 1981). Long term findings from CBT 
trials have also found that gains are maintained (Kirkley et al, 1985; Agras et al, 1989; 
Leitenberg et al, 1988).
There are now a growing number of controlled studies examining the effectiveness of 
various forms of psychological therapy. Several studies compared different variations 
of CBT with waiting list controls, all demonstrating an advantage for treatment (for 
example, Lacey 1983). Following these studies, attempts were made to dismantle the 
actual treatments. Kirkley, et al (1985) found group CBT to be superior when 
compared to a non-directive group treatment, indicating that behavioral change 
procedures add both the nonspecific features of treatment and to the effects of self­
monitoring. CBT has also been found to be superior to Supportive Psychotherapy in 
reducing the frequency of binge eating and vomiting (Walsh et al, 1997).
The first study to provide evidence of IPT as a potential alternative to CBT was 
Fairbum, Jones et al (1991). CBT was compared to IPT to see if it had a specific 
therapeutic effect and CBT with behaviour therapy (BT) to see if a behavioral version 
of CBT was as effective. All approaches consisted of 19 individual, outpatient 
sessions and a closed 12 month follow-up period was used. IPT was a manualised 
treatment, modified for service users with BN. One significant methodological 
improvement was that the authors conducted the IPT treatment without any features 
defining CBT. This attempted to identify non-specific and specific therapeutic 
components, possibly of which could be the mediators of change. Post therapy all 
three treatments had equal effects on frequency and form of overeating and reducing 
severity of general psychiatric symptoms. CBT was more effective than IPT on 
reducing self-induced vomiting and more effective than both BT and IPT on dietary
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restraint, reducing concerns about weight and attitudes about eating habits. CBT, BT 
and IPT resulted in improved adjustments according to their score on the modified 
Social Adjustment Scale (Cooper et al, 1982).
In summary, this trial found that the immediate effects of IPT were at least as effective 
as CBT on some aspects of functioning. This study suggests that CBT operates 
through specific mechanisms of change and is more effective than IPT and BT, but 
that treatment does not have to be focused on eating habits or attitudes for change to 
occur. Other findings support this (Gamer et al, 1993). The results also suggested 
that the cognitive procedures in CBT had specific therapeutic effects on attitudes 
about shape and weight which fully supports the theoretical underpinning of the 
cognitive model and is inconsistent with earlier findings (for example, Freeman et al, 
1988). Consistent to these findings, Johnson-Sabine et al (1992) found that abnormal 
cognitions appeared to be associated with the maintenance of symptoms.
The same cohort of service users were later involved in one of the first studies looking 
at the longer term effects of psychological treatments. The same sample had follow 
up assessments at 4, 8 and 12 months post treatment (Fairbum, Jones et al, 1993). Of 
specific theoretical interest is that the IPT group continued to improve and at 12 
months those who met strict criteria of recovery and no relapse were 44 % IPT, 35 % 
CBT, 20% BT. So although IPT was initially inferior it was not at follow-up. Further 
broad support for the theory underpinning IPT is the finding that overall, good 
outcome is significantly related to fewer social problems (Johnson-Sabine et al, 1992).
Fairbum et al (1995) conducted a follow up of subjects from two randomized 
controlled trials. Fairbum et al (1986) compared CBT with a form of focal 
psychotherapy, and Fairbum et al (1991; 1993) both reported on the comparisons of 
treatment effectiveness of CBT, BT and IPT. IPT was used in the 1993 study instead 
of the original interpersonal treatment because it had a detailed treatment manual and 
“was similar to it in style and focus” (Fairbum et al, 1995, pp.305). IPT and CBT 
resulted in markedly better long term outcome than BT in terms of the proportion of 
service users meeting criteria for a diagnosis of BN and the proportion that were 
abstinent. So the longer term outcome appears to depend on the treatment modality.
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This was similar to other findings (Hsu and Sobkiewicz, 1989; Johnson-Sabine et al,
1992). Agras et al (2000) replicated the findings with a larger sample (n=220) with 
individual therapy. They found that CBT was significantly superior to IPT initially, 
but follow-up analyses found no significant differences. No differences were found 
between the two treatments on measures of weight and shape concerns, self-esteem, 
and interpersonal functioning, suggesting a shared mechanism for these variables. 
CBT was superior in the behavioural symptoms which supports the theoretical 
underpinnings. The central finding is that the rapid change in dietary restraint seems 
to be the most clear cut mediator of treatment outcome (Wilson et al, 2002). This 
supports the notion that dietary restraint is an antecedent of binge eating (Polivy and 
Herman, 1993) and supports the theoretical underpinnings of the cognitive model of 
BN.
It is generally agreed that the treatment of choice for BN is some form of CBT and the 
large majority of published research tends to be towards a cognitive-behavioural 
orientation. However, there is no definite evidence over and above all other 
approaches. IPT and CBT has been found to be superior to behavioural interventions 
alone (Fairbum et al, 1993), indicating that both IPT and CBT have specific mediators 
of action in the treatment of BN. It is vital that the actual mechanisms through which 
CBT and IPT operate are researched and understood (Wilfley et al, 1993). An 
understanding of the specific components of treatment could lead to the development 
of more cost-effective therapy (Wilson et al, 2002).
Research indicates that CBT has a rapid effect when compared to IPT (Wilson et al, 
2002; Jones et al, 1993; Wilson, 1999). These rapid effects are not confined to the 
treatment of BN. In the treatment of depression, Ilardi and Craighead (1994) found 
similar effects and considered the value of homework assignments as a possible 
mediator of change. The rapid effect of CBT can not be due to something non­
specific to CBT (Fairbum et al 1991) as the same response would be seen in other 
psychotherapies. Homework assignments are distinctive to CBT. There is evidence 
that completion of homework in CBT has a causal effect on depression (Bums and 
Spangler, 2000). Homework promotes validation of CBT rationale and understanding 
of the approach and could enhance self-efficacy (Wilson et al, 2002). Also supporting
16
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the cognitive theory is the finding that those with the highest level of over-evaluation 
of shape and weight are most prone to relapse (Fairbum, Peveler et al, 1993; Freeman 
et al, 1985; Fairbum et al, 2003). Other populations, such as obese binge eaters have 
also shown significant improvements following CBT treatment (Telch et al, 1990). 
This could reflect a possible overlap between the psychopathology of binge eating in 
purging and non-purging bulimia (Wilfley, et al 1993), which highlights further 
supports for the general cognitive theory of eating disorders.
The exclusion of role plays and problem solving techniques in IPT treatment (Fairbum 
et al, 1991) was understandably done to limit the similarities between that and CBT. 
However, this could have ‘dampened’ the effectiveness of IPT. Also, neither CBT nor 
IPT had consistent effects on measures related to their theoretical origin (Wilfley et al,
1993), possibly highlighting the central role of both eating behaviour and social 
relationships in the theoretical understanding of BN. Interpersonal functioning of 
service users with BN is often disturbed (Fairbum et al, 1991; Pike and Rodin, 1991; 
Strober and Humphrey, 1987). This supports the theoretical underpinnings of IPT. 
However, Wilson et al (2002) found that IPT did not produce significant 
improvements on measures of interpersonal functioning, which is not what the 
theoretical underpinnings of IPT would predict.
Discussion
Evaluating Research
Most research seems to involve young female adults. Steinhausen (2002) found only 1 
case series out of 199 based on males (Bums and Crisp, 1984). Cooperman (2000) 
found that 10% of service users are male, which obviously leaves this population 
group under-researched. Most studies of psychological treatments for BN also have an 
attrition rate around 15% (Fairbum et al, 1991), and in general samples are modest 
(for example, Crisp et al, 1991; Fairbum et al, 1991) which may limit the ability to 
detect mode-specific differences. The tendency to report on the same cohort of 
patients with different leading authors can also be confusing, but can lead to 
interesting findings on the maintenance and process of change.
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Research in its very essence changes the therapy it is investigating and the description 
of therapeutic interventions in research articles varies, depending upon the purpose 
and orientation of the paper (Hartmann et al, 1992). This further complicates any 
attempts to replicate and disseminate. There is need for controlled, stringent, long 
term follow up studies which are methodologically sound (Bryant-Waugh et al, 1996, 
Strober et al, 1997) and descriptively explained. IPT is also not practiced much in the 
NHS (Department of Health, 2001), which could limit theory-practice links.
Conflicts between clinical efficacy and clinical effectiveness will never disappear. 
The outcome of clear, standardized delivery of interventions may show efficacy in 
research trials, though this may be qualitatively different to the therapy in clinical 
practice, or vice versa. Service users differ in their socioeconomic circumstances, 
family situation, stage of their disorder, pre-morbid presentation, therapeutic alliance, 
attitudes to therapy and motivation for change. Similarly therapists differ in their 
motivation, therapeutic rapport and interpretation of treatment modalities. 
Psychological intervention involves a highly complex interchange between an 
overabundance of factors, any of which could be significant to outcome. These 
unknown factors unaccounted for, could explain the 40-50% of service users (Wilson 
et al, 2002) who continue to show bulimic symptoms despite treatment and the fact 
that long term treatment for AN seems poor.
Final Note
Many decades of work has appeared to fail to produce convincing evidence for 
treatment for AN. At the moment, it seems that the general rather than the specific 
aspects appear to give clues on the success rate of treatment packages, including the 
age of onset, short duration of illness, and good interpersonal relationships. It appears 
that the specific symptom of the fear of fatness is very difficult to shift. The reasons 
for this remain unknown. Research is needed into the process of change. With BN 
however, although there are still many questions unanswered, things look a bit more 
promising and there seems to be more consensus and direction for future work. 
Reflecting on the effectiveness of CBT for BN may shed light on its suggested failings 
with AN service users. One explanation for the superiority of CBT for BN has been
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the homework component. Maybe this component is less effective with AN because 
of their reduced insight and lack of motivation. Further, maybe the research into the 
effectiveness of self-help books (Waller et al, 1996) and the possibilities of a ‘stepped 
care approach’ (Carter and Fairbum, 1998) in BN literature will offer new ideas for 
future research with AN service users.
I think this essay has increased my understanding of eating disorders. I hope to find 
this knowledge base useful when I work with this client group in the future. I also 
hope it will help me understand those close to me who suffer from eating disorders.
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Introduction
Mental health legislation cannot be seen in isolation of the context of the time 
(Grounds, 2001). This essay will begin by examining the context, before describing 
the proposals in the most recently published reform (Department of Health; DoH, 
2004a) of the Mental Health Act (MHA) 1983, which considers mental health 
legislation in England and Wales. The essay will then consider the relevance of the 
reform to clinical psychology, after which, a critical appraisal of the reform will be 
undertaken by exploring the possible advantages and disadvantages for the profession. 
To further this critical appraisal the issues and dilemmas for individual clinical 
psychologists will be examined. I1 will draw upon ideas from other professions, and 
consider a service users perspective, where possible including published research data. 
To discuss the limited and contradictory evidence for compulsory treatment in the 
community I will incorporate a cross-cultural perspective, by including relevant 
research on legislation in Scotland, Europe, Australia and America. Finally, I hope to 
share my personal thoughts about how I would decide to accept (or not). The topics 
discussed are personally and professionally applicable to me as a future clinical 
psychologist, a possible service user and a public citizen. Professionally, I have 
experience of working in and conducting research within a specialist long stay 
psychiatric ward and outpatient service, in a Community Mental Health Team 
(CMHT) and more recently a Child and Adolescent Mental Health Service (CAMHS).
The Context
Since the early 1990’s mental health service provision has been continually 
developing towards community-based care (Johnson et al, 2001) and there has been a 
steady increase in the use of the MHA (DoH, 1998). Admissions into psychiatric 
hospitals have increased by sixty-five percent despite significant reduction in bed 
numbers (Marriott et al, 2001), and a number of acts of violence by the mentally ill 
have been publicised as meaning that community care is dangerous and therefore a 
failure (DoH, 1998; Warden, 1998).
1 This report is written in the first person for easier reading and to aid description o f my self reflection.
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The recent Mental Health Act Reform is part of a wider mental health strategy. During 
the 1990’s the concept of Dangerous People with Severe Personality Disorders 
(DSPD) emerged and public protection was prioritised in the consultation document 
Managing Dangerous People with Severe Personality Disorder (Home Office, 1999). 
The government was, and continues to seek consistency through the development of 
National Service Framework for mental health (DoH, 1999c) and the NHS Plan (DoH, 
2000b), and there was/is a general consensus regarding the need of reform (Cohen,
2004). However, there seems to be differing opinion on how this should look. The 
process establishing the current proposals has involved numerous debates and 
consultations. In 1998, the Richardson Committee was established with the aim of 
making formal recommendations involving community settings (DoH, 1999a). 
Following the committees’ recommendations the Government published a Green 
Paper (DoH, 1999b), a White Paper (DoH, 2000a), a draft Bill (DoH, 2002), and 
finally the most recent draft Bill (DoH, 2004a). Recently, a joint committee published 
pre-legislative scrutiny and recommendations (House of Lords, House of Commons; 
HLHC, 2005) and the Department of Health responded (DoH, 2005a).
The Draft Mental Health Bill (DoH, 2004a)
The draft Bill has 13 parts. It is beyond the scope of this essay to include a 
description of all of these, so a summary of the relevant topics will be presented.
The draft Bill describes a new legal framework for assessment, care and treatment 
under compulsory powers (Cohen, 2001). It proposes a single gateway into 
assessment/treatment for different settings and groups of service users, attempting to 
consider all eventualities (Cooke et al, 2001) and provides a broad definition of 
mental disorder as “an impairment or disturbance of the functioning of the mind or 
brain which results from a disorder or disability of the mind or brain” (DoH, 2004a, 
p.3). It also widens the restrictions displayed in the MHA (Marriott et al, 2001) to 
include formal powers to impose compulsory assessment/treatment without admission 
into hospital, by proposing community treatment orders (CTO; Canvin et al, 2005).
2 1 acknowledge that this is a problematic term and discuss it further on pages 38-39.
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An initial assessment will be undertaken by two doctors (one independent of the local 
service provider) and either a social worker or “another suitably trained Mental Health 
Professional” (DoH, 2004a, p.8), which is similar to the MHA. Following this a 
formal assessment can be recommended, which can occur in hospital or the 
community. Instead of detaining people under ‘section’, clinical teams will draw care 
plans, which can be compulsorily implemented if necessary. In fact, no treatment 
(other than urgent) can be given before a care plan is completed, which must be 
written within three days and will be co-ordinated by a ‘Clinical Supervisor’. Clinical 
Supervisors (in consultation) with service users, carers, a nominated person, and other 
professionals will develop a treatment plan and apply to the Mental Health Tribunal 
(or the courts in a forensic case) for an order authorising treatment (who then 
authorise, or not). The tribunal will include three people chaired by a lawyer.
Certain aspects of the reform are aimed at protecting the rights of service users, for 
example, they would have access to specialist independent advocacy, and the concept 
of ‘nearest relative’ is widened to ‘nominated person’. However, specialist care and 
treatment must be necessary in the best interests of the service user, or because 
without care and treatment there is significant risk of serious self-harm, neglect, or 
serious risk to other people (DoH, 2004a). This element of the draft Bill, and a 
section for high risk patients, which for the majority alludes to those considered as 
DSPD, seems to be based on notions of risk assessment and public protection .
The Role o f the Clinical Psychologist
The reform presents radical changes to mental health legislation (Kinderman, 2005), 
which implies huge implications for the psychology profession and those working 
within it (Cohen, 2001). The Governments proposals give clinical psychologists 
greater powers as ‘an approved mental health professional’ involving them in the 
detainment process. ‘Consultant Psychologists’ can also be ‘clinical supervisors’, 
replacing Responsible Medical Officers (RMO’s).
3 Aspects o f the reform discussed here are critically appraised throughout the remainder o f the essay.
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Advantages and Disadvantages fo r  the Profession
Right from the outset the British Psychological Society (BPS) selected representatives 
to provide evidence to parliament as part of the consultation process. Many 
advantages and disadvantages for the profession have been debated.
The Reform in Practice:
As stated above clinical supervisors would have the responsibility of providing a care 
plan. This is an improvement from the medicalised ‘diagnosis-treatment’ model 
currently adopted within the MHA, which is a significant step in the right direction for 
the psychology profession and service provision. Clinical Psychologists work within 
a unique framework, which involves individualised formulations incorporating 
contextual and developmental information as well as wider factors (Smail, 1995). The 
reform promotes person-centred working rather than the more medical coercive 
practice (Pilgrim, 2005). The concept of DSPD can be seen as a central strand to the 
proposed work of the clinical supervisor role. It provides a platform from which the 
psychology profession can have a positive impact upon this population group as we 
can formulate their types of difficulties and explore ways of reducing manifestations 
(Pilgrim, 2005). We also hold the core assessment, intervention and evaluation skills. 
It can be viewed as an advantage for the profession to extend our skills and use them 
within the new conceptual framework (Kinderman, 2005).
However, when considering psychologists as scientist-practitioners we add more 
depth to the debate. There seems to be limited evidence-base rationale for both the 
treatment of people with DSPD and for compulsory community treatment orders 
(CTO).
The mental health profession is undecided on the “reliability, validity, aetiology and 
treatability of personality disorders” (Pilgrim and Hewitt, 2001, p.529) and individuals 
who are given this diagnosis are considered ‘untreatable’ (Pilgrim and Hewitt, 2001). 
DSPD is a definition that has not been subject to empirical research (Kinderman 2002) 
and has the potential of medicalising violent behaviour through a diagnostic concept
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(Cooke, 2001). Cooke et al (2002a) circulated a questionnaire in the 2001 issue of 
Clinical Psychology to obtain Division of Clinical Psychology (DCP) members’ 
opinions on the proposals. 87% agreed that the diagnosis adds nothing to our 
understanding. Therefore, as a profession is it not a disadvantage to collude with this 
diagnostically led way of working?
With regards to compulsory community treatment, the public, professional bodies and 
media have all expressed concerns about the insufficient evidence to support a move 
to compulsion in the community (Hannigan and Cutcliffe, 2002; Kisely et al, 2005). 
CTO’s are used in Scotland, Canada (O’Reilly, 2001), Australia (Vaughan et al, 2000; 
Preston et al, 2002), America, and New Zealand (Dawson et al, 2003) and as we have 
already discussed they are under consideration in England and Wales (DoH, 2004a). 
Research studying the effect of compulsory community treatment on compliance with 
treatment, in-patient admissions, and length of stay in hospitals has produced 
conflicting results (Bindman, 2002; Kisely et al, 2005). Swartz et al (1999) suggested 
that they increased compliance, reduced inpatient admissions and length of stay. 
However, it appeared to dismiss the finding of no group differences between 
involuntary outpatient and unconditional release (Segal, 2001; Szmukler and Hotopf, 
2001). Kisely et al (2005) compared separate jurisdictions which had similar health 
services; service users who were discharged to CTO’s (in Western Australia) 
compared with controls discharged from hospital where CTO’s did not exist (Nova 
i Scotia, Canada). They found that CTO’s did reduce length of stay in hospital over a 
certain threshold. However, other variables were not controlled for, such as cultural 
influences. Comparisons with other countries are very complicated due to the 
cultural, political and social diversity effecting health care systems (Bums and Priebe,
1999). There have also been other studies that found CTO’s did not reduce the risk of - 
hospital admission, even after controlling for possible confounding variables (e.g. 
Preston et al, 2002). It seems that some versions of community care are more 
successful than others (Hannigan and Cutcliffe, 2002). Recommendations have been 
made to limit community based treatment under compulsion to certain clinically 
defined groups of service users, specifically those who frequently relapse (HLHC, 
2005).
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Changing the System or Instruments o f Social Control?
The role of clinical supervisor and the formulation-based framework could change 
service delivery dramatically, impacting on societal change (Kinderman, 2005). As 
clinical supervisors we will become enforcers of a legal framework and one of the 
main arguments put forward supporting the proposals is that the psychology 
profession will act more humanely (Kinderman, 2005). The reform can be viewed as 
an opportunity for clinical psychologists to make improvements for those working in 
and accessing services, by promoting transparency and openness (Pilgrim, 2005). We 
could impact on both the quality of care and treatment as we would have more 
influential power to detain and more importantly not to detain (Chisholm, 2005). We 
can also ensure the implementation of other aspects of the reform, such as, the past 
and present wishes of the service user (HLHC, 2005). However, the medical, social 
work and nursing professions who currently carry out similar practices encompassed 
in the clinical supervisor role have noted that the role comes with both personal and 
political costs (Pilgrim, 2005). Diamond (2002) stated that we would become 
“potentially over-inclusive, ambiguous, circular and self-defining, and liberty- 
denying” (p.9). The proposals appear to increase circumstances in which someone 
can be assessed and subjected to compulsory treatment, and apply community orders 
to individuals with lower levels of dysfunction. It has been argued that laws are 
entangled in mental health policy (Pilgrim, 2005; Kinderman, 2005), which results in 
a discriminatory form of social control. The tribunals will have power to force mental 
health professionals to treat, even when they consider this inappropriate. This directly 
contradicts the above advantage of clinical psychologists having the power to detain 
but also not to detain. There is also no independent review body and the abolition of 
the Mental Health Act Commission appears to further limit processes for protection of 
patients’ interests. Do we want to be entwined in this process?
Currently, most clinical psychologists are not directly involved in the detainment 
process (Pilgrim and Hewitt, 2001). Would being involved in the proposed legislation 
have negative effects on our work? Some authors have raised concerns regarding how 
we can enforce engagement and compliance to non-medical interventions (e.g. 
Holmes 2002) and taking this further it has also been argued that the very nature of
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enforcing care plans in the community will result in an increase in medical 
interventions (Johnson et al, 2001). If changes occur there is the potential that 
psychologists working in psychiatry will move (Diamond 2002). There could also be 
an increase in indirect/consultation work (Radcliffe, 2003) at the expense of direct 
therapeutic interventions. But, will this change happen anyway? When I worked in a 
CMHT my supervisor commented how he was increasingly involved in consultation 
work intra and inter-professionally, and that he saw this progression as a positive step. 
However, would the reform lead to greater workload demands? Will we feel split 
between having to juggle assessments, therapeutic work, consultation, supervision and 
teaching amongst other roles? (Roberts 2005). Holmes (2002) suggested that it can 
take two days to do section paperwork and this could increase under the new 
proposals. Evans et al (2005) found that approved social workers reported greater 
stress and job dissatisfaction, compared to social workers who do not carry statutory 
responsibilities. This could potentially have recruitment and retention implications.
The Split
There seem to be many questions left unanswered. It is not surprising then that there 
seems to be a lack of consensus (Holmes, 2002) in the profession about whether we 
should get involved in the process. If we look again at Cooke et al (2002a), the 
findings suggest diversity in opinions amongst psychologists. 71% agreed that the 
profession should be open to the clinical supervisor role, but only 52% stated they 
would be willing to be a clinical supervisor if training was provided and 16% would 
refuse. Diamond (2002) suggested that maybe as a profession we are undecided but 
naturally compliant. Maybe we do tend to ‘go with the flow’, ‘sit on the fence’, ‘take 
a back seat’ as some authors suggest (e.g. Chisholm, 2005). I think as psychologists 
we do tend to remain objective. However, despite this possibly adding strength to our 
position in some circumstances I also feel that there are times when we need to take a 
front seat; maybe this reform is one of those times. As psychologists we work in a 
range of settings, with differing populations and have different roles to play within our 
teams, resulting in a diversity of positions, expectations, and responsibilities at work. 
Maybe it is this very diversity that is at the heart of the split, or maybe it’s because our 
representatives are doing such a good job at conveying our concerns (Black, 2002).
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The answer is unknown, but the consequences of this split could have long lasting 
detrimental effects for the profession. One solution is to create a separate job of 
forensic psychologists to undertake the clinical supervisor role (Holmes, 2002). 
However, I worry about how this would look in practice.
Status, Recognition or Defensive Practice
There is the potential for clinical psychologists to obtain more recognition and status 
(Levenson, 2001), resulting from the very nature of being positioned in more of a 
leadership role (Kinderman, 2005) and with that possibly greater salaries (Pilgrim, 
2003). As clinical supervisors, psychologists would gain an increase in power over 
the mode of compulsory treatments (Kinderman, 2005). I can remember many 
occasions where differences of opinions existed between RMO’s and clinical 
psychologists regarding the sectioning of an individual and that ultimately the 
psychologist had to take a back seat as the final decision was up to the RMO. I recall 
this as being frustrating and disempowering, especially when they were the service 
users’ key worker. Black (2001) reported how clinical psychologists have 
responsibility but no power, which can be “debilitating” (p.4). In the above clinical 
situation the clinical supervisor role may be an enabling device. The current proposals 
also add further checks and more frequent scrutiny of the powers that are appointed 
(Black 2002). This could lead to more clinical team discussions and team decisions 
where clinical psychologists can not only state their position but have some leverage 
in the outcome.
When implementing the proposed legislation there is potential scope for abuse of 
power (Holmes, 2002) and misunderstanding (Szmukler and Holloway, 2000). 
Psychiatrists/ RMO’s often feel isolated with their current responsibilities and 
defensive practice exists to avoid criticism, in particular with regards to public safety 
(Marriottt et al, 2001). It is possible that psychologists will go the same way (Cooke, 
2001; Pilgrim, 2005). Marriott et al (2001) conducted a qualitative study investigating 
what sorts of problems were encountered by those applying or being subject to the 
MHA, suggesting there is still variability in knowledge and interpretations. The BPS 
is involved in discussions regarding the training and accreditation of clinical
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supervisors (Kinderman, 2005), but still the success of the Bill in practice will depend 
on clinicians’ knowledge, time and sufficient resources (Cohen, 2004). I question 
what this would look like and who can predict what will be needed until it is 
implemented, especially as the current MHA has not been adequately researched.
Issues and Dilemmas Involved in Making the Decision to Accept or Not Accept
During this part of the essay I would like to discuss the dilemmas individual clinical 
psychologists may face on a more clinical level.
Definitions and Concepts
Psychological dysfunction can render an individual incapable of making sound 
decisions for themselves (Kinderman, 2002). A definition of capacity is the service 
users’ ability to “understand the nature and purpose of the recommended treatment, 
including the consequences of having or not having it, and to reason using this 
information” (Szmukler and Holloway, 2000, p. 196). The expert committee 
promoted a capacity-based approach emphasising non-discrimination and autonomy 
within their recommendations (DoH, 1999b), and the BPS representatives stressed the 
importance of incapacity being centre stage in the practice of compulsion (Kinderman 
et al, 2002). Despite this consensus from both the pre-legislative committee and the 
psychology profession, the draft Bill is not based on an assessment of capacity but on 
a broad definition of mental health problems (Kinderman, 2001). A person has to 
have a mental disorder that is of a nature or degree that necessitates specialist 
care/treatment. This does relate to the concept of capacity but is not documented 
explicitly (Cooke et al, 2001). The draft Bill then makes a distinction between the 
patients’ best interests and those of others. If treatment is in the patients’ best interests 
then a care plan is expected to be of therapeutic benefit. However, if treatment is 
needed because of risk to others, there must be a plan that prioritises risk management 
for treating the underlying disorder or managing behaviours arising from it. Therefore 
‘treatability’ is not necessary.
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Szmukler and Holloway (2000) described the possible relationship between mental 
disorder, lack of capacity and danger to others; proposing three groups of service 
users. First there are those who lack capacity and so involuntary treatment is justified 
in their best interests whether they are dangerous or not. Second, there are those who 
lack capacity but there is no treatment in their best interests. The authors state that if 
the service user is considered a danger to others, it could be argued that involuntary 
treatment may be justified. And thirdly, those where danger is linked to mental 
disorder and treatment could reduce this potential risk. However, if the service user is 
considered as having capacity, is danger to others an ethically acceptable reason for 
involuntary treatment? The Human Rights Act (HRA, DoH, 2000c) 1998 requires 
hospital trusts, health and public authorities to act according to the European 
Convention on Human Rights (ECHR). The ECHR, Article 5, states that the right to 
liberty can only be overridden in certain circumstances, such as, if the person is of 
unsound mind. Article 3 of the ECHR stipulates that treatment without consent will 
breach human rights if it is not a therapeutic necessity (Bindman et al, 2003). 
Therefore the management of behaviours arising from a mental disorder purely for 
public protection results in a breach of human rights (Eastman, 1999). It has been 
proposed that the reform is attempting to control people who have capacity but are 
considered as having DSPD (Taylor et al, 2003) and that where there is no therapeutic 
intervention it is a matter for the criminal justice system (Kingdon et al, 2004), or at 
least separate legislation (HLHC, 2005). The Government has also introduced the 
Mental Capacity Bill (MCB; DoH, 2005b), which sets out a framework providing a 
defence to anyone making decisions ‘on behalf of people who lack capacity 
(Moncrieff, 2004). The MCB and the draft Bill are based on different foundations but 
both affect service-users. It is important to establish how these two Bills 
contradict/compliment each other for both clinicians and service-users (HCHL, 2005). 
Both set ethical, moral and professional dilemmas for psychologists involved in the 
process.
Incorporated within this dilemma is the Government’s disproportionate focus on risk 
and dangerousness (Bums and Priebe, 1999; Kinderman, 2003), which could 
ultimately impact on clinical psychologists’ practice (Cooke, 2001). Public perception 
drives policy and practice (Gillmer, 2005) and adding to governmental pressure is the
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publics’ increasing concerns about the risk of violence with service users living in the 
community, despite these being based on rare acts by severely mentally ill individuals 
(Lauber et al, 2002; Swartz et al, 1999). The joint committee accepts that for a 
minority of cases the public needs to be protected from risk of harm and therefore 
supported the Government’s suggestions. However, they urge that this should not 
stand as the priority objective (HLHC, 2005). I agree with this recommendation. The 
draft Bill also presumes dangerousness can be adequately and reliably assessed and 
predicted. Research indicates that risk assessments are imprecise and unreliable 
(HLHC, 2005; Szmukler and Holloway, 2000; Szmukler, 2001) and that risk seems 
strongly associated with past offending behaviour (Maden et al, 2004). The evidence 
is also not clear about whether compulsion reduces risk (Holmes, 2002) and it is hard 
to come to any conclusions because research studies differ in design, definitions and 
sample size (Link and Stueve, 1998). The non-conclusive evidence-base does not 
justify using preventative detention or involuntary treatment just on the grounds of 
public safety (Szmukler and Holloway, 2000).
The joint committee (HLHC, 2005) accepts the broad definition of mental disorder but 
recommend that the Bill includes the concept of capacity as one of its principles for 
conditions for use of compulsion along side the notion that treatment has to be 
available and of therapeutic benefit. Psychologists commenting on the reform have 
also recommended this (e.g. Cohen, 2004; Szmukler and Holloway, 2000; Zigmond, 
2001). This would be in line with both the Human Rights Act and the Mental Health 
(Care and Treatment) Scotland Act (MHSA; 2003). The MHSA unlike England and 
Wales has specific criminal legislation which considers offenders who pose a high risk 
to others (Darjee and Crichton, 2004) and to compel treatment the service user has to 
be ‘treatable’, lack capacity, and pose some risk to self or others. However, even if 
the government did adopt this framework it would not eradicate the problem of how in 
practice ‘capacity’ is assessed (Cohen, 2004; Iqbal, 2000; Szmukler and Holloway,
2000) especially as currently we are long way off the development of tools to assess 
risk (Szmukler, 2003).
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Discrimination, Stigma and Increase in Numbers
The reform indicates that it aims to reduce the number of people subject to 
compulsion. However, the new proposals extend compulsory treatment to the 
community (Diamond, 2002) and the broad definition of mental disorder risks 
including those who have ‘capacity’ (Cooke, 2001), all of which opens the potential 
for greater numbers subject to compulsion (Cohen, 2004; Crawford et al, 2000). In 
fact it has been predicted that the number of service users detained under the new 
proposed act could be 10 times higher than the government predicts, producing an 
increased strain on community services (Arie 2005) and the professionals who work 
there. There is a considerable amount of stigma attached to mental illness (HLHC, 
2005) and through legislation discrimination can be provoked (Tilley and Chambers,
2005). The broad nature of the ‘mental disorder’ definition is likely to lead to 
discrimination of marginalised groups in society (Holmes 2002; Cohen, 2004). Crisp 
et al (2000) examined the opinions of the British public and Lauber et al (2002) 
conducted a survey in Switzerland on public attitudes concerning those with mental 
illness. Both studies suggested that perceived dangerousness was part of the negative 
stereotype of mental illness. However, the origins of these opinions were unknown. 
The Bill combines mental illness with dangerousness, which is likely to reinforce 
negative stereotypes. The Government needs to lead directives to address problems of 
discrimination against those with mental illness (Cohen, 2004) and promote more 
accessible services by educating (Balsa and McGuire, 2003). The Royal College of 
Psychiatrists has implemented a campaign to challenge negative media reporting and 
reducing stigma of mental illness and risk (Byrne, 1999) and the joint committee 
(HLHC, 2005) stated that the principles in the new Scottish act serve as an excellent 
model with regards to stigma and the protection of service users rights.
Relationships
If we were involved in the above proposed changes it is likely to change our 
perception of our role (Radcliffe, 2003) and how both service users and other 
professionals see us. Roberts (2005) was one of the 16% who responded to the Cooke 
survey (Cooke et al, 2002a) who said she would actively refuse the clinical supervisor
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role because of the impact it would have on relationships. I see the basis of my 
relationship with service users as incorporating trust and collaborative working, and I 
have the assumption that a therapeutic relationship is based on an informed choice and 
consent. It has been questioned how we could continue effectively with this role if we 
also have formal powers to detain and treat as the new responsibilities will result in 
mistrust creeping into our relationships (Diamond 2002; Roberts, 2005). Other 
professions have also raised these concerns, for example, the nursing profession 
(Chan, 2002). One way to explore this further would be to consider the effect of the 
current legislation on those who are involved in the compulsion process. Tilley and 
Chambers (2005) questioned approved social workers in CMHT’s about the effect of 
their current role on therapeutic relationships. The results indicated variation in the 
impact; with some relationships being strengthened (through open discussions), some 
requiring rebuilding and some completely damaged (because mistrust developed). I 
think this highlights the complexity of relationships and how the implementation of 
the draft Bill will not and can not possibly result in one all encompassing outcome. 
The service users themselves have individual expectations, assumptions and 
understandings of what their needs are. I can think of a clinical example of this point. 
When working in a CMHT I started seeing two service users in individual therapy, 
both of which had different presenting problems but had the similarity of raising my 
concerns regarding child protection issues. I assessed this by obtaining any 
background history with child protection services and exploring their 
capabilities/needs with them. One service user felt that this altered our relationship 
and expressed how she felt threatened, whilst the other stated that she felt relieved that 
she could discuss the issue despite not necessarily liking the potential outcome. This 
shows that in some circumstances there is no logical argument against psychologists 
undertaking the clinical supervisor role, because we would act more psychologically 
(Taylor et al, 2003). There is also no evidence that the role will be imposed onto 
unwilling clinical psychologists, and no suggestions that we would have to be clinical 
supervisors for those the clinical team decide need our skills as a primary therapist.
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How I  would decide
Writing this essay has enhanced my knowledge and understanding of the complexities 
surrounding mental health legislation. I think it would be nai've to think that the 
decision to accept/not accept the proposals is a simple one. As discussed there are so 
many advantages, disadvantages, dilemmas and issues involved. I agree with those 
who think that before the legislation is passed it needs considerable revision and 
would therefore base my decision on how the final legislation looks. The joint 
committee (HLHC, 2005) proposes that the government should proceed with the draft 
Bill but only with significant amendments. The Government has recently accepted 
some of the recommendations, for example, compulsion only being used at the last 
resort (DoH, 2005a). National policies are difficult to implement in practice 
(Grimshaw and Russell, 1993) and clinical psychology would be at the centre of any 
implementation difficulties. I think the profession, the wider service structure and the 
government need to prioritise resources, training, supervision, and evaluate/review the 
process regularly. My skeptical side predicts variability in the implementation, which 
could be detrimental to the health, welfare and human rights of service users. The 
Government has also put significant provisions in secondary legislation/codes of 
practice. I personally found this very disjointed and confusing. I also hold the strong 
opinion that there are other ways for psychologists other than legislation for 
promoting human rights such as education and anti-stigma campaigns. One way for 
me to consider this question is to ask myself why I wanted to have a career in this 
profession? I support the importance of service users’ rights, autonomy, and 
collaborative working and would not like to lose sight of these if I took on the role. I 
also believe in the importance of an evidence-based practice.
At the start of this essay I thought I would decide not to accept the role. However, I 
now feel that the reform does have some potential strength for the profession and 
service provision. I think ultimately my decision will depend on where I work, my 
capacity/role within the team and the kind of team/service structure I work within.
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The Problem Based Learning Task
A Problem Based Learning (PBL) task was introduced with the title ‘The relationship 
to change’ and we were placed into Case Discussion Groups (CDG), consisting of 5 
members and a facilitator. Our task was to discuss our experiences and relationship to 
‘change’ and produce a presentation.
The Group Process
At the first CDG, my4 initial worries were about the group dynamics -would we get on 
and work well together? However, these concerns vanished after our first discussion. 
I felt reassured once the group had got started and at the time I was unsure why this 
was. In retrospect I think it was because we all participated, shared ideas and listened 
to each other, respectful of peoples’ views. These simple ‘ground rules’ were not 
formally established but existed naturally. I feel this had a real impact on the process 
of the group.
The first CDG went very quickly. We discussed our relationship to change with 
reference to the transition from assistant psychologist to trainee clinical psychologist. 
We had all gained slightly different experiences before being trainees but seemed to 
have the same worries resulting from this change. For example, what would be the 
expectations placed upon us on our first placement? I think this area of similarity 
provided common ground and helped the group unite.
Throughout the PBL task we were assigned roles, including ‘scribe’ and ‘chair’, 
which impacted upon the group process. In our group the scribe seemed to have the 
most identifiable role. They recorded discussions, summarised themes and were 
partial ‘observers’, providing different perspectives. As a group we were very open 
about these assigned characteristics. Our ‘chair’ would time keep and initiate 
discussions but did not guide the group discussions. I interpret this as a positive 
strength of the group. We seemed to have relevant, in-depth, honest conversations 
that involved group members ‘bouncing off each other. I got to hear about others’
4 This report is written in the first person for easier reading and to aid description o f my reflections
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similar life experiences and got an opportunity to voice my stories. Our group 
discussions seemed productive and vibrant and our facilitator appeared to let them run 
a natural course. I think this definitely influenced our confidence in the group 
process.
The group task appeared abstract and ambiguous, but we seemed to have a consensus 
understanding that this would allow flexibility within the task. We discussed our 
collective worries and after sharing our stories of our relationship to change we broke 
the task into small steps. The discussions in our first group were broken down into 
psychological concepts; for example, ‘confidence’, and we set homework of learning 
about the meanings of these concepts as well as exploring different models of change. 
When leaving the group I felt reassured that I knew our direction. However, when 
doing the homework I couldn’t understand how these psychological concepts linked to 
our experiences. In the second group I discovered that the rest of the group had felt 
like this and we discussed the possible reasons why. I think this showed the 
importance within our group of collaborative and personal reflection.
The Presentation *Betty Gets Changed’
During the presentation, we continued to focus on our experiences of change during 
the assistant-trainee transition. To present our experiences we developed a character 
called ‘Betty’. We used Betty to introduce our anxieties and experiences of change 
and how these related to our chosen model of change; the assimilation model (Stiles et 
al, 1990; 1992). We chose this model as it seemed to describe our emotions and 
relationship to change in an explicit way.
The assimilation model describes service users’ process of understanding of 
problematic experiences as they progress through therapy. A problematic experience 
can be considered “as a memory, wish, feeling, idea, or attitude that is threatening or 
painful to the client” (Stiles, 1996, p.l). The idea underpinning the model is that an 
individual possesses a schema of the world, which guides behaviour. A schema can 
be defined as “a frame of reference, way of living, narrative, metaphor, or theme” 
(Stiles, 1996, p.l). New experiences need to be assimilated or accommodated into
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that schema if they are to be understood. Assimilation and accommodation can be 
defined as “taken in, integrated, explained or incorporated into a system of 
associations” (Newman & Beail, 2002 p. 49).
The process of assimilation passes through a set of predictable stages (from 0 ‘warded 
off to 7 ‘mastery’), resulting in the experience being no longer threatening. The 
Assimilation of Problematic Experiences Scale (APES) describes these (Appendix A). 
There is consistency in research supporting the hypothesis that assimilation follows 
the APES stages (e.g. Field et al, 1994; Newman & Beail, 2002; Stiles, Meshot et al, 
1992) and that service users can present with problems at different stages (Williams et 
al, 1999).
Theoretically, it has been suggested that different psychotherapy orientations focus on 
different stages of the model (Stiles, Barkham et al, 1992). For example, 
psychodynamic approaches have been suggested for individuals presenting at stage 0 
or 1, to work towards increasing a client’s awareness. Whereas, cognitive behavioural 
approaches are proposed to focus on targets for change at the later stages (Honos- 
Webb et al, 1999). However, most therapies give some attention to all stages and the 
model doesn’t suggest a particular therapeutic approach (Stiles et al, 1990).
Re-Evaluation o f the PBL Exercise:
Reflecting on the Group Process and the Use o f the Assimilation Model
The PBL task appeared an abstract idea, but finding common ground by exploring our 
experiences of change made it feel more concrete and real. When we then looked at 
various psychological concepts/theories the whole experience became more 
ambiguous again. I wonder if service-users feel as though therapy and the concepts 
introduced are abstract if they don’t understand how they can help them explore their 
experiences? I think this highlights how language and effective communication are 
essential. During my recent clinical experience I have been aware that for some 
service users psychological theory can appear reassuring and validating but for others 
it seems similar to my PBL experience. I gained insight from the group process of
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how daunting psychological concepts can appear when they don’t exactly ‘fit’ or 
‘match’ with personal interpretations. The ambiguous title of the task promoted 
discussions which were important to the group rather than what people felt they had to 
discuss, which resulted in a richer experience. As a group we established goals and 
worked collaboratively to achieve the deadline. On my placement I have spent a lot of 
time goal setting with service-users and thinking about achievable, observable targets. 
Service-users have reflected back to me that this has been useful to manage 
overwhelming problems, to organise therapy and elicit hope for the future.
We used the assimilation model as the backbone of our presentation. I feel as though 
I embraced the model without considering more general influential components 
affecting change. Specifically, during my clinical experience I have noticed the 
importance and value of the therapeutic relationship/alliance. Therapeutic alliance has 
been broadly defined as “the collaborative bond between therapist and patient” 
(Krupnick et al, 1996 p.532) and has a role in facilitating interaction (Frieswyk et al, 
1986). Research has suggested that the therapeutic alliance, whatever the theoretical 
orientation of the therapy, has a significant effect on clinical outcome (e.g. Ahn & 
Wampold, 2001; Paulson et al, 1999; Raue et al, 1997).
The assimilation model appears to define the process from the clients’ perspective,
with the therapeutic relationship being considered in the background. When thinking 
about my clinical experience this component appears in the very forefront. My 
experience of the PBL group process also highlighted the importance of being open, 
collaborative, having a shared understanding, and a facilitative working relationship. 
In a review of process research Llewelyn and Hardy (2001), state “most clearly the 
therapeutic bond and client openness are linked with outcome” (p. 16). From the 
group I walked away feeling understood and acknowledged. Kim et al (2005) stress 
the importance of helping service-users feel understood. In clinical practice I
acknowledge the importance of listening and building rapport. This serves as a
vehicle for assimilation and the promotion of change. When I was at the stage of 
doing the PBL presentation I had not gained clinical experience as a trainee and was 
thinking about how to support people in ‘doing things’ to get better. The assimilation 
model focuses on the ‘doing aspect’ as opposed to the interpersonal aspects of the
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service-user-therapist relationship (Stiles et al, 1990). Laitila and Aaltonen (1998) 
suggest the assimilation model is “challenging” (p. 286), because of the danger of 
using the stages of the assimilation process as fixed categories “suggesting that 
psychotherapy is more related to technical expertise than to human interaction” (p. 
288). In practice this is not the case and is a limitation of the model. This gap has 
also been acknowledged by other authors (e.g. Clarke et al, 2004).
One view from a psychodynamic way of thinking is the “alliance-as-transference 
perspective” (Horvath & Luborsky, 1993, p. 562), which implies that 
emotions/thoughts associated with past relationships are transferred onto the service- 
user-therapist relationship (Reynolds et al, 1996). I have discussed this perspective 
and the impact of counter transference (the influence of my early relationships/what I 
‘bring along’) in clinical supervision. I think these discussions not only broaden my 
ideas of the factors involved in ‘change’ but also what factors are involved in any 
interpersonal context. If counter transference is a variable influencing the 
development of the therapeutic relationship, it can be conceptualized as both a 
service-user and therapist variable, which further complicates the process of change 
within a therapeutic setting.
My clinical experience and discussions during supervision have made me realise the 
individualistic nature of every relationship. These large individual differences 
influence the process of therapeutic change (Barkham et al, 1993). The issue of 
individuality, diversity, difference and the role of the therapeutic relationship have 
impacted on my personal reflections on many occasions during my placement. Our 
PBL presentation identified group similarities and how these fit into the stages in the 
assimilation model. It did not embrace differences in the relationship to change.
The therapist-service user system is a complex, context specific and ever changing 
relationship. In practice the factors involved are numerous, involving both within and 
outside session variables. The behaviours, language, thoughts, and feelings of the 
service-user and therapist, and the clients’ insight and readiness for change will all 
impact. Researchers have also highlighted the therapists’ interpersonal style (e.g. 
Garfield, 1997; Stiles et al, 1995) and ability (Maltzman, 2001) as influential over the
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outcome. Knowing ‘therapeutic techniques’ may not be all the ingredients necessary 
for change as it may be that it is the responsiveness of the therapist that influences 
change (Hardy et al, 1999; Stiles et al, 1998): “the therapist also needs to know when 
and how to offer an intervention” (Llewelyn & Hardy, 2001, p. 13).
Summary
I view ‘change’ as inevitable throughout my life. How might change affect me in the 
future? This question remains unanswered. I think I will face changes at many levels, 
including organisational, professional and personal. I also predict that I will see many 
different relationships to change with regards to service-users I meet. The 
assimilation model is good as a general approach of how to recognise and 
acknowledge where the service-user ‘is’ in terms of their relationship to change in 
relation to where they might be heading, but it does not encompass the scope of 
difference and diversity that clients and I bring into a room, which ultimately effects 
how they view change and respond to change.
My reflection on the PBL task and recent clinical experience have highlighted the 
importance of the factors involved in the therapist-service user relationship, all of 
which appear to be influential with regards to our relationship to change. My PBL 
experience would have been different if it had involved different group members as 
we all brought our own individual ‘ingredients’ to the process. This is also true of any 
therapeutic relationship. This learning outcome is one I will reflect upon throughout 
my clinical training and beyond.
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The Problem Based Learning (PBL) task
A PBL task was introduced to my5 Case Discussion Group (CDG) presenting a case 
involving the family. Mr and Mrs had twins, aged 3 years, who had been 
placed in short-term foster care, following the recommendation of a child protection 
conference. They had also been placed on the child protection register under the 
categories of emotional abuse and neglect. We were asked by the children’s guardian 
to conduct a risk assessment, and if appropriate, develop a rehabilitation plan for the 
children. Other details were also provided; Mrs Stride had a mild learning disability, 
was raised in the Looked After Children System and had had two children with her 
first husband, who were adopted. Mr had physically assaulted Mrs
during disagreements.
My CDG consisted of 5 members and a facilitator. Group members6 had been in the 
same CDG for a year and had done two PBL tasks previously. Our facilitator was 
new to our group. Our task was to discuss the case and create a presentation.
The Group Process
Throughout the PBL task I was assigned the role of ‘scribe’, which impacted upon the 
group process. I provided a written report of what was discussed and summarised 
themes of past conversations. Looking back at my role in conversations compared to 
previous PBL groups, I think being a scribe made me a ‘partial observer’. I was less 
involved in debates as I was focussed on documenting correctly what others were 
saying. Other roles within the group seemed to depend on the persons’ 
knowledgebase rather than the group process, for example, one individual felt very 
passionate about the rights of parents with learning disabilities and throughout group 
discussions her perspective and knowledge base added another dimension. All 
discussions were rich and thoughtful, acknowledging the complexity of the case.
5 This report is written in the first person for easier reading and to aid description of my self reflection.
6 1 have named the 5 trainees who were part o f my CDG ‘group members’ and will refer to the 
facilitator separately. This is to aid reflections o f the group process and the roles undertaken.
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Our facilitator also impacted on our group process. As a group we already had a way 
of working, which had been established and developed over the past year. Our 
facilitator complimented this. She initiated discussions, was very involved in debates, 
but also allowed the conversation to flow. I think she had a balanced way of guiding 
the group, without imposing her way of working. I feel this is a positive reflection on 
both her facilitation and the group process.
During the first meeting we spent time discussing our initial thoughts on the case. We 
were all surprised (and a little overwhelmed) at how many professionals were working 
with the family without any kind of co-ordination. Different agencies had different 
perspectives and agendas, and therefore recommended different outcomes, for 
example, the local authority was suggesting the twins were put into adoption ‘before it 
was too late’. Another tension that arose from our discussions was the dilemma 
between the best needs of the parents and the best needs of the children and whether 
these were in conflict. There was an atmosphere of panic and intensity within the 
presented problem. As a group we started thinking about the practicalities, content, 
and theme of our presentation straight away. I think this reflects the nature of the 
problem, which gave the impression that we had to work fast in order to sort out the 
children’s future, whether this was helping Mr and Mrs ^ ^ H to  look after the twins 
or putting them into care; but the feeling was as if we had to decide NOW.....
We also had an in depth discussion of the different needs of the twins and whether 
these needs were being met, including their developmental level, emotional and 
physical needs, and attachment style. It appeared to be a very complex case with 
many aspects being unknown. As a group we were excited about the challenge on 
paper but also overwhelmed in case we were to ever face this kind of referral in real 
life. From our first group we identified areas for further reading, including the 
literature on attachment and domestic violence, and allocated a topic to each group 
member.
During the second meeting we decided to feedback what we had learnt from the 
literature and focus on designing the presentation as we felt we had a limited amount 
of time to complete the task. We were aware that we did not want our presentation to
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disregard the seriousness of the case and reflected on the idea of feeling a sense of 
emergency versus doing a thorough assessment, which in practice could take a long 
time. We also did not want to lose the different aspects of the case as we felt that this 
was the main issue we felt nervous about. We finally decided to do our presentation 
in the context of a court room. This seemed structured, professional and formal, 
representing how we felt in practice we would conduct the case.
The Court Case
During our presentation the cross examiner called expert witnesses to present different 
perspectives within the case. Following this, the jury (the audience) decided the 
outcome. We presented four expert witnesses; one on learning disabilities and 
parenting skills one on child cognitive development
another on domestic violence and finally
one on attachment and depression
Reflecting on the Group Processes and Our Presentation
The presentation represented our time-limited, problem-focussed approach to the task. 
A court case scenario allowed us to develop speeches individually and communicate 
via email. It seemed to take the pressure off as we could use scripts and have minimal 
spontaneous interaction during the presentation. Whilst watching other group 
presentations I realised that we did not present information on our group’s process. I 
felt surprised that we had completely forgotten this and think it is very telling of how 
we were feeling during the whole PBL exercise and how we functioned as a group. 
At the same time as doing the PBL task we were finishing off clinical work from our 
year long placement, had end of placement meetings and paperwork to complete, a 
service related research project presentation to do, a proposal to complete for our 
major research project and we were starting our next placement. It was a very 
stressful time and as a group we functioned very effectively in terms of time 
management. The other group members voiced exactly the same stressors as I did and 
our facilitator was supportive, which was very validating. An important strength of 
our group was that we did manage to do a good presentation without getting behind on
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our other commitments. I feel that we managed this because we were supportive of 
each other, and worked collaboratively.
I am also very curious about our use of humour within the presentation. We had 
decided to use a court room scenario to reflect the seriousness of the case, but we then 
proceeded to give the expert witnesses humorous names. Initially, I would like to 
reflect on my personal use of humour. I consider myself to be a friendly person with a 
lively sense of humour. I also try and find humour in situations that frustrate me, for 
example, being stuck on the underground at peak times, when it has major delays. I 
think during the PBL task humour helped us cope with the stress of having extra work 
during an already busy time. I also think it helped us cope with an overwhelming case 
example, by bringing a light-hearted side to our interactions, which, if I recall, also 
resulted in us being very focussed. As a group, humour has always been a big part of 
our interactions. I feel it is an element of our communication style and therefore our 
relationship with each other. However, I felt that when we decided to use humorous 
names, the humour was not as spontaneous as normal. This could indicate that it was 
a type of defence mechanism; a way of distancing ourselves from full awareness of 
the case and the stress we were feeling. Humour did definitely distance the group from 
the stress we were expressing and enabled us to focus on the task. Maybe as a group 
we found it difficult to tackle the complexity of the case? Maybe this is also why we 
gave the ultimate decision as to whether the children should stay with their parents or 
not, to th e ‘jury’.
Reflecting in Light o f  Clinical Experience
During the PBL process I viewed the request for us to do a risk assessment as an 
anxiety provoking, ultimately difficult task. I had yet to start my child placement and 
so did not have the relevant experience to inform my thinking. As a group we 
interpreted the task as meaning that we would need to do a risk assessment as a lone 
psychologist. However, during my recent experience on a child placement I have 
gained insight into the importance of conducting a risk assessment, which involves 
liaising with other professionals and working within a multi-disciplinary team. For 
example, during an initial assessment with one young boy and his mother, I became
76
Volume I: Academic Dossier Problem Based Learning Reflective Account 2
concerned about the possibility of neglect and/or emotional abuse. I contacted the 
local social services child protection department, liaised with the child’s school 
teacher gathering further information, and discussed it with other members in the 
team. Experience such as this has shown me of the importance of multi-disciplinary 
working and of communicating/sharing information/concerns to safeguard a child’s 
well being. During my clinical experience I have also come into contact with 
complex cases, involving many professionals. However, I have not felt as 
overwhelmed with these actual cases as I did with the PBL task. I think meeting with 
service-users and their family, as well as being involved in liaising with other 
professionals helped me assess the situation and get a real feel of the issues within it. 
I also think that having the foundation knowledge of child development and the 
influence of the family and wider systems helped me have a holistic perspective when 
working with children and adolescents. I feel that I did not have this foundation when 
doing the PBL task.
As I mentioned above, I see humour as a big part of my personality, and I can recall 
times when a service-user and I have had a humorous moment. However, I have 
never truly considered the impact of this on the therapeutic relationship. Humour can 
be seen as “a very powerful and effective intervention” (Lemma, 2000, p.6). I 
suppose if the service-user uses humour in their communication style then this could 
be a healthy way to build rapport and find a mutual way of interacting. However, I 
feel it is imperative that when used, humour needs to be good natured, appropriate and 
respectful, taking into account diversity and individual factors, which may impact on a 
person’s communication style. I would hope that I have a style like our facilitator, of 
being involved in discussions but not imposing my views/way of interacting. During 
my child placement I have found that many children use humour during their story 
telling, show amazing imagination and the ability to use analogy when thinking about 
their difficulties. I found that this playful, friendly approach, using ideas embodied 
within narrative therapy (e.g. White, 1988/9) was not only engaging but also 
appropriate for many children’s developmental stage.
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Concluding Comments
It is likely that in the future, I (and the team I work in) will face stressful situations, 
and have difficult decisions to make. Reflecting on the PBL task has indicated how 
invaluable effective communication, support networks and collaborative working are, 
both during an academic/learning experience, and during clinical work. In the PBL 
task humour was used both to communicate and as a coping mechanism. Reflecting 
on the PBL task led me to explore the impact of the use of humour on the therapeutic 
relationship, both within my own personal and clinical experience. Therefore, 
reflective practice not only helped me explore areas the task highlighted but also 
opened new horizons for me to investigate and reflect upon as I continue on my 
professional and personal pathway.
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The Problem Based Learning (PBL) Task
A PBL task was introduced to my7 Case Discussion Group (CDG) presenting a case 
involving Mr and his family8.
The CDG consisted of five members and a facilitator. Group members9 had been in 
the same CDG for two years and had done a number of PBL tasks. Our facilitator was 
new to our group. Our task was to meet as a group, discuss the case and produce a 
presentation. This reflective account is the last one prior to the completion of a 
doctorate course in Clinical Psychology. Therefore, it will include details and 
reflections about the present PBL task, whilst also considering, comparing and 
reflecting on past PBL tasks.
Group Process
During the first PBL task we assigned ourselves to particular roles including a chair 
and a scribe. During the second PBL task we only had one pre-assigned role, the 
scribe, which involved providing a written account of each group meeting and 
summarising themes that were discussed. However, during the most recent PBL task 
no roles were assigned. I think this reflects the development of the group and our 
relationships with each other. We did not even discuss the possibility of us each 
having a role. Rather, there was a sense of group cohesiveness, solidarity and 
togetherness, without identified roles. Bennis and Shepard (1956) proposed that 
groups go through two major stages of development, the first involving issues of 
authority and structure and the second including elements of intimacy and 
interdependence. Although group members’ participation within group discussions 
were distinct from one another, they were also interdependent in the life of the group. 
Despite not explicitly allocating roles, group members did seem to have flexible, 
naturally occurring roles, for example, the role of keeping us ‘on task’ if we diverged
7 This report is written in the first person for easier reading and to aid description of my self reflection.
8 Please see Appendix A for further details about the case.
9 1 have named the 5 trainees who had been part of the CDG for two years ‘group members’ and will 
refer to the facilitator separately. This is to aid reflections o f the group process and any roles 
undertaken / assigned.
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too far from the topic, or providing a concise summary of what had been discussed 
and what the plan of action was. However, these roles seemed to be shared and were 
interchangeable depending on the context and discussion content. So despite them 
being fulfilled they were not completed by any one individual. On reflection, I think 
this highlights the equality and team working aspect of the group.
Compared to other PBL tasks I felt that our facilitator was absent from much of our 
group process and did not seem to have much of a role. He was only present during 
two (the first and second) PBL group discussions and unfortunately I had not been 
present during the first group (so I had only experienced his involvement during the 
second group meeting). Our facilitator knew nothing about our proposed presentation 
or how it developed until he saw the presentation itself. I found this very unusual 
when compared to our other facilitators roles. However, during the actual task I did 
not notice a ‘gap’ or feel worried about his lack of involvement. In fact, I believe that 
this was appropriate for our stage in training and our group development.
As mentioned above I was not present during the first meeting. During the second and 
third meetings other group members were not present. This meant that we only had 
one group meeting with all of us present, which could have posed problems with 
regard to decision making, consistency and task completion. However, I feel that 
having knowledge and past experience of working as a group made it possible for the 
group to adapt so absences did not seem to produce stress or overload present group 
members. In fact, whenever group members were not present they were still thought 
of, kept up to date with the content of conversations via email, and were included in 
subsequent decisions. I think this reflects the level of trust (both in terms of group and 
individual competence) within our group. Trust can be considered as a willingness to 
be vulnerable to the actions of another party based on the expectation that they will 
perform the action considered important to the individual (Mayer et al, 1995). 
Research has indicated that trust can influence how motivation is converted into group 
processes and performance, by channelling group members’ energy towards reaching 
goals (e.g. Dirks, 1999). Our high level of trust seemed to produce cooperation and 
partnership. I also think that a working friendship had developed over time that had 
produced a support network and familiarity over what individual members would
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prioritise, and like/dislike during the decision making process of the task. During the 
PBL task I was on a specialist placement working within a Stroke Unit (SU) one day a 
week and in a neuro-rehabilitation community team (NRCT) for the other day(s). 
Both these settings required me to work within multi-disciplinary teams (MDT). 
However, the service structures and psychology presence were very different. The SU 
was an acute medical setting, with high service user turn over. The MDT appeared to 
work as a collection of individuals working in the same location. During MDT 
meetings each profession brought a specific and different knowledge base, which 
resulted in multiple streams of information being processed in a hierarchical manner, 
with the specialised care consultant leading formulations, interventions and care 
planning. The NRCT provided community rehabilitation to people who had suffered 
a brain injury. Once again it required MDT working but the nature seemed very 
different, with more explicit collaborative / joint working, and decisions being made 
via team discussions rather then being consultant led. What was striking however, 
was that despite the evident difference between the teams, they both negotiated a 
flexible working practice when members of the MDT were not present, with roles, 
responsibility and decisions being shared as necessary. This, like our PBL group 
indicates a level of inter-professional and individual trust.
During the recent PBL task initial meetings were spent discussing our thoughts about 
the case. As a group we also reflected on how we had worked on tasks in the past. 
The group norm had always been to work very practically with regard to the content, 
time management, and topic for the presentation and these guided all our group 
discussions. We discussed this process very openly and reflected on how these 
motivations seemed to constrain our discussions and that we should try a less problem 
focussed way of working. Once again I think this reflected our trust within the group 
and its process because we stepped into ‘the unknown’ and decided to do a role play 
to consider the different perspectives within the case and to try and make it more real 
life. When reflecting on this process I started thinking how all the service users I have 
seen have to have a level of trust in me and/or in the psychology profession to be able 
to engage in therapy, which often involves stepping into the unknown. We often 
remark or hear others remark that service users who don’t engage in treatment are 
showing a lack of insight. However, this could (in some, cases) be a misinterpretation
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and rather than it being a lack of insight it could indicate a lack of knowledge and trust 
in the proposed intervention.
During the role play we had a family discussion in which each of us took a person’s 
role/perspective within the family (e.g. the father, mother, or daughter). I felt that 
doing the role play made the task resemble clinical practice. During the majority of 
my clinical experience to date I have sought to find out what the service user and 
significant others’ views were regarding the problem, and like in clinical practice, the 
role play seemed to open up a different level of speculation and widened our 
perspective on the case. I found it an intriguing and valuable experience. During my 
work in both the SU and NRCT, service users’ families and friends were involved in 
the assessment process as much as possible, providing rich information about how 
service users were before their stroke/head injury and what difficulties they appeared 
to experience now. Liaison with other professionals obtaining their clinical opinions 
also resulted in an increase in awareness of different hypotheses, perspectives and 
approaches, which can help unpick the complexity of cases.
The role play highlighted how we were lacking the shared family history, which 
would impact on the way the discussion developed. We also felt that our own 
biases/assumptions guided the conversation, i.e. the discussion depended upon and 
was inseparable from the perspectives we all held. This directed our thinking towards 
the different perspectives of Mr presenting problem, for example, was Mr
deterioration in his health due to depression, bereavement for his wife, 
dementia or the normal aging process?
The Presentation
Leading from discussions following the role play we decided to do the presentation 
using a narrative theme, with each of us taking on a perspective of the presenting 
problem using an externalising conversation style. The issues identified for 
externalising were bereavement, dementia, depression and normal aging. Narrative 
therapy is an approach which has grown from systemic traditions. It aims to be 
respectful, curious and non-blaming and centres itself on conversations and/or stories
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people tell about their lives. An element of narrative theory can involve engaging the 
service user in externalising conversations. Externalising is a technique where the 
‘problem’ is named (e.g. White, 1988/9), for example, a person experiencing problems 
with anger may be encouraged to talk about ‘the rage’. This technique helps to place 
the problem outside of the person i.e. external to them, so that the service user, 
therapist, and others around them can join together to face the problem and think of 
ways of tackling it by drawing on the person’s own strengths and resources (Morgan, 
2000). Please see appendix B for an example of an externalising script used within 
the presentation.
During my recent clinical experience on the SU and in the NRCT I have gained 
experience of working with service users, exploring their perspective of their 
problems, and in many cases I have received feedback suggesting that this was the 
first time they had been provided with time to do this. Their perspective on the cause, 
prognosis and their control over the problem was essential when designing 
interventions. Externalising the problem also reduced blame and helped increase self 
identity. For example, one service user had suffered a head injury, which resulted in 
damage affecting his executive functioning abilities. One of his difficulties was 
inhibition and so he often made inappropriate comments in public. When questioned 
he appeared very embarrassed and ashamed because he did not want to upset/offend 
anyone. During discussions with him and his wife we named the problem “the 
banter” which appeared to help separate the problem from the person.
Concluding Remark
In comparison to past PBL tasks, during this one we were engaged in a more fluid 
process of discovery, perspective taking, curiosity and reflection. Through the group 
process I also learned of the essential component in any relationship, trust. When 
thinking about past reflective accounts along side this one, I have noticed how rich 
and complex relationships with others are, including relationships with colleagues, 
within MDT teams and with service users and their families. These relationships are 
continually changing, as is the organisations we work within. I hope to continue
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reflecting in and on practice throughout my career so as to increase my awareness of 
process issues, differing perspectives and therapeutic skills.
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Appendix A: Case details:
Mr youngest d a u g h t e r h a d  contacted Social Services because of
concerns regarding her father’s health (including short-term memory problems, 
physical neglect and weight loss). had also asked her older sister to
come back from Pakistan to help with the care of her father. Mr wife had died
of cancer nine months previously. Some background information was also provided, 
Mr ^ ^ |h a d  migrated to the UK from Pakistan in his mid 30’s, was a retired bus 
driver and learned English after coming to the UK. Both daughters had been bom in 
the UK, had an arranged marriage in Pakistan where she now lives with her
family, whilst had married a European and was disowned by the family, having
no recent contact with her father until her mother had passed away. Mr and Mrs 
had both been religious and had links with the Muslim community. However, since 
the death of his wife M r^ ^ H h ad  stopped going to the local Mosque, but continued 
to pray at home.
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Appendix B: Dementia speech:
Hi, I’m dementia! I have been in Mr ^ ^ ^ H life  for quite a few years now but his
family have only started noticing me over the last few months see between you
and m e  as Mr has been getting older it has been getting easier to befriend
him. I see myself as a long term friend now. I have a special relationship with Mr 
^ ^ |a n d  even if people wanted to get rid of me they couldn’t, so I am free to do my 
work without any worries that our friendship will end. M rs^^H died 9 months ago 
which is when I could really take hold of Mr ^ ^^M fnendship. Mr has never 
really grieved because I have been there to support and shield him from any pain he 
may feel. I have been quite happy being alone with Mr However, more
recently I have heard my name being mentioned by his daughter, Luckily for
me though, Mr can’t remember my name or what his daughter says about me. 
He can however remember that in the past H  married an outsider and so he values 
me as more of a friend than her. He is very loyal and never gets angry with me. I do 
feel a bit worried that his other daughter is coming to stay. He tries to tell his
daughters that he doesn’t need any help but they are not listening. He has me and I 
will always be with him.
Mr has started having a few problems with his memory - in fact this is how I 
amuse myself all day long. Sometimes Mr ^ ^■ seem s to grieve at the loss of his 
memory but he soon forgets what it was he was upset about. At times he goes to boil 
a kettle to make a cup of tea and I can start him doing something else and he 
completely forgets about it. He also does not care so much about his looks and 
instead of spending lots of time looking in the mirror shaving and looking smart, I 
have him all to myself. I can amuse myself all day now rather than being bored. Soon 
I will also be able to affect other things he does like when he needs to plan a day out 
or needs to buy things at the supermarket. I can also get Mr to think about 
things that have happened in the past and make him feel confused and upset. We do a 
lot together during the day, and can spend hours amusing ourselves, not really getting 
much done. I like M r ^ ^ |  and I am always with him now and forever.
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The Case Discussion Group (CDG) consisted of 5 members and a facilitator. All 
members were in their first year of a Doctorate in Clinical Psychology. We10 met 
fortnightly in the same room for approximately ninety minutes, for a period of about a 
year. We had already worked together as a group with the same facilitator, doing a 
Problem Based Learning (PBL) task and so we were familiar to each other.
During the CDG reflective account the development and structure of the group, the 
roles undertaken, as well as the group dynamics are discussed. Reflections regarding 
how the group impacted on my clinical work, and personal and professional 
development are also described, alongside relevant clinical examples and theoretical 
understandings.
In particular, the reflective account considers how the group was initially orientated 
towards problem-solving any clinical concerns rather than using the group as a forum 
to reflect and discuss wider issues or dilemmas. However, over the course of the year 
I noticed that the group dynamics changed. Personally, I think the group helped 
normalize and validate my feelings and towards the end of the year I began to reflect 
on others’ experiences and not just my own, recognizing achievements and 
personal/professional growth. Reflecting on issues whilst in the CDG as well as after 
discussions during the reflective account widened my understanding of how I 
contributed to conversations, how I understood my experiences, how I felt about the 
dilemmas, and how the expectations I (and we as a group) hold impact on how we 
assess our work.
10 This summary is written in the first person for easier reading and to aid description o f my reflections
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The Case Discussion Group (CDG) consisted of 5 members and a facilitator. All 
members were in their second year of a Doctorate in Clinical Psychology. We11 met 
fortnightly for approximately ninety minutes, for a period of about a year. The group 
members had been in the same CDG since the beginning of the course and had had a 
different facilitator during the first year. The CDG had also worked together on two 
problem based learning (PBL) tasks.
The reflective account briefly describes the process of the CDG, before reflecting 
upon the content of discussions, and how the CDG impacted on my clinical work, and 
my personal and professional development.
One particular issue which was raised by two group members was the dilemma of 
being in a difficult trainee-supervisor relationship and having to work with a 
supervisor who seemed not very containing or professional. The experience of the 
group members impacted upon my reflections regarding how a similar experience 
could effect my development, both personally (e.g. my self confidence) and 
professionally (e.g. how I see the role of supervision). Discussions during the CDG 
impacted on the nature of my supervision, as well as on my clinical work as it led to 
further discussions with my supervisor, which in turn led to interventions with staff 
teams and service-users. I feel that I gained a great deal from the peer supervision in 
the CDG, the supervision from my supervisor, and my own reflective practice.
11 This summary is written in the first person for easier reading and to aid description o f my reflections
Volume I: Chapter Two Clinical Dossier
CHAPTER TWO: 
CLINICAL DOSSIER
Overview
The clinical dossier comprises:
4. A summary of each of the four core placements and one specialist placement.
5. Summaries of the five case reports.
The extended clinical dossier is in Volume II of the portfolio and contains all the 
documents from each of the placements completed during training and the five full 
case reports.
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SUMMARY OF CLINICAL EXPERIENCE
Adult Mental Health Placement in a Community Mental Health Team (CMHT)
Dates: 03/11/04 -  23/09/05; Clinical Experience: This year long placement provided 
me with experience of working within a CMHT and its associated in-patient ward. 
My clinical work was formulated and conducted within a cognitive behavioural 
framework. My clinical experience included initial assessment for appropriateness of 
psychological intervention, cognitive assessments, and both brief and longer term 
psychological interventions on an individual and couple basis. I also consulted/liaised 
with members of the multi-disciplinary team. I attended the CMHT weekly team and 
business meetings and conducted two teaching presentations. Service users seen were 
males and females (aged from 22-68 years), from a variety of cultural backgrounds. 
Presenting problems included depression, obsessive compulsive disorder, panic and 
agoraphobia, and schizophrenia. On the in-patient ward I also designed and facilitated 
a six week group using a psycho-educational approach. Assessment tools used 
included the Beck Depression Inventory-II and the Wechsler Adult Intelligence Scale 
Third Edition. During the placement I also visited different statutory, voluntary and 
user/carer organisations including, a Specialist Pain Clinic, and Carers Voluntary 
Organisation. A Service Related Research Project was also completed.
Children, Adolescents and Families Placement in a Child and Adolescent Mental 
Health Service (CAMHS)
Dates: 12/10/05 -  24.03.06; Clinical Experience: This placement provided me with 
experience of working within a CAMHS and in a Primary School. My clinical work 
was conducted within behavioural, cognitive behavioural and systemic frameworks. I 
also attended a psychodynamic supervision group. Within the CAMHS setting I 
attended referral meetings, and specialist assessment clinics, conducting both lone and 
joint assessments. Assessments drew on a number of data sources including formal 
observations at school and information from family members. I also carried out 
cognitive assessments and psychological interventions, which involved direct work
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with young people and/or their parents/ siblings. During my work at the school I 
attended weekly business meetings, conducted assessments, and carried out individual 
and family interventions. Service users were aged between 2-17 years and were from 
varied cultural and social backgrounds. Presenting problems included enduring, mild 
and severe psychological difficulties, including those with autistic spectrum disorders, 
anxiety, bereavement/loss and behavioural difficulties. Assessment tools used 
included the Wechsler Intelligence Scale for Children.
People with Learning Disabilities Placement in a Joint Community Learning 
Disabilities Team (JCLDT)
Dates: 05/04/06 -  22/09/06; Clinical Experience: This placement provided me with 
experience of working within a community team for people with learning disabilities 
and in a secure residential assessment and treatment unit for service users presenting 
with complex needs and challenging behaviour. My clinical work was formulated and 
conducted within behavioural and cognitive behavioural frameworks, and often 
involved working within a complex system. My clinical experience in the JCLDT 
included cognitive, extended behavioural and dementia assessments, and drew on a 
number of data sources to gather information. Psychological interventions were 
conducted individually (directly and indirectly) and jointly with other members of the 
MDT, in various settings including residential homes. At the inpatient unit I carried 
out individual work, including a sensory assessment, and designed and co-facilitated a 
six-week social skills group. Service users seen were for the majority male, aged 
between 20-66 years, and from a variety of cultural, racial, ethnic and social 
backgrounds. They had mild to profound learning disabilities and presented with a 
range of difficulties including communication difficulties, depression, and psychosis. 
Assessment tools used included the Hampshire Assessment for Living with Others, 
and the British Picture Vocabulary Scale.
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Advance Competencies (Neuropsychology) Placement in a Stroke Unit and 
Community Neuro-rehabilitation Pathways Team (NRPT)
Dates: 11.10.06 -  23.3.07; Clinical Experience: This placement provided me with 
experience of working in a psychology service on an acute stroke unit and in a 
community rehabilitation service for individuals who had suffered a traumatic brain 
injury. My clinical work was formulated and conducted within neuropsychological, 
behavioural and cognitive behavioural frameworks. My clinical experience included 
comprehensive and/or brief cognitive assessments and extended behavioural and/or 
mood/risk assessments. Psychological rehabilitation interventions were conducted 
individually, with couples/families, or jointly with hospital/residential home staff. 
Service users seen were both male and female, aged between 25-85 years, and from a 
variety of cultural and social backgrounds. They often had severe and enduring 
cognitive deficits and presented with a range of difficulties including functional 
problems related to their cognitive weaknesses, challenging behaviour and issues 
around adjustment/loss. Service users were seen as in-patients and as out-patients. 
Assessment tools used included Wechsler Abbreviated Scale of Intelligence.
Older People Placement in a Mental Health Team for Older People (MHT-OP)
Dates: 4.04.07 -  28.09.07; Clinical Experience: This placement provided me with 
experience of working within a MHT-OP and its associated in-patient wards. My 
clinical work was formulated and conducted within a cognitive behavioural 
framework. My clinical experience included initial assessment for appropriateness of 
psychological intervention, psychometric assessments, and psychological 
interventions on an individual and group basis. I also consulted to members of the 
multi-disciplinary team and staff on inpatient wards. I attended the team business 
meeting and conducted one teaching presentation. Service users seen were males and 
females (aged from 67-89 years), from a variety of cultural backgrounds. Presenting 
problems included depression, anxiety and schizophrenia. On the in-patient wards I 
facilitated a long-term Dementia Support Group, and a two session Memory Group. 
Assessment tools used included the Hospital Anxiety and Depression Scale.
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ADULT MENTAL HEALTH CASE REPORT SUMMARY 1
Cognitive Behavioural Therapy with a 52 Year Old Man Presenting 
with Panic Symptoms and Moderate Agoraphobia
May, 2005 
Completed in Year 1
All names and other details have been changed to preserve the service user’s
anonymity
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Referral/Presenting Problem
Theo, a 52 year old man, was referred to the Community Mental Health Team by his 
GP for advice on the management of his anxiety and panic symptoms. Theo reported 
that his panic symptoms had begun three years previously, when he had been drinking 
a lot of alcohol and had “blacked out” whilst in a nightclub. He experienced a number 
of physical symptoms associated with anxiety, including feeling dizzy, and worried 
that he would drop dead, collapse, fall over or have a heart attack. Theo would not 
venture far when out, avoided crowded situations and would try to distract himself or 
sit down when he felt anxious. Theo reported that he had previously been very 
outgoing, working and socialising almost constantly. Over recent years a few close 
friends had died quite suddenly. Theo wanted to understand his anxiety, feel more 
confident and be able to venture out further on his own.
Theo’s ethnic background was Caribbean-Black/British, English was his first 
language and he was a Roman Catholic. He lived with his partner, Ruth, had four 
children and was unemployed, collecting income support.
Assessment
I met with Theo and Ruth for an initial assessment meeting, which consisted of a face 
to face semi-structured clinical interview, at an outpatient’s clinic. Information was 
also gathered from case notes, a team assessment letter written by my supervisor 
(Clinical Psychologist), a standardized self-report measure (Beck Anxiety Inventory, 
BAI, Beck et al, 1988), qualitative recordings of his mood12, a Panic Dairy and the 
Panic Rating Scale (PRS; Wells, 1997). Theo gained a score of 34 on the BAI 
indicating that he experienced a clinically significant level of anxiety in the severe 
range at the time of the assessment. He rated his mood as 8/10 over the past seven 
days and the content of the diary indicated that Theo had experienced 1 panic attack in 
the previous week. On the PRS Theo rated a high level of avoidance of situations and 
reported that he used an abundance of safety behaviours and believed strongly that his 
predicted catastrophic outcomes would occur.
12 A subjective 0-10 scaling system was used where 0 = not depressed and 10 = the most depressed he 
had ever felt
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Formulation
Clark’s (1986) cognitive model of panic was helpful in understanding Theo’s panic 
symptoms. The critical incident in the nightclub and recent experiences of close 
friends dying increased Theo’s vulnerability to selectively attending to any bodily 
sensations. Theo experienced a number of physical symptoms associated with 
anxiety, including feeling dizzy and “a fluttering heart”. These served as triggers and 
were perceived as signs that he may have a panic attack, which led to an increase in 
anxiety. Theo misinterpreted his symptoms of anxiety in a catastrophic way, e.g. as a 
sign he may have a heart attack or drop dead. Once activated the panic cycle was 
maintained by his safety behaviours, which Theo used to reduce his anxiety and the 
perceived likelihood of the feared consequence. These included avoidance, ‘escaping’ 
behaviours and distraction techniques, and resulted in Theo not receiving the 
opportunity to learn that his anxiety symptoms were safe. External factors, such as 
Ruth physically supporting Theo also prevented him from learning that anxiety is safe. 
Hyper-vigilance, i.e. being very aware of any bodily sensations, also fed into the 
maintenance cycle and beliefs such as ‘I can’t cope with illness,’ kept the fear of panic 
active. Protective factors for Theo were that he was motivated to change and was 
functioning well in other areas, e.g. friendships.
Intervention
I met with Theo for 8 sessions of cognitive behavioural therapy for panic based on the 
approach outlined by Wells (1997). Following the identification of goals of therapy, I 
socialised Theo to the cognitive behavioural model and discussed a formulation of his 
difficulties. Socialisation experiments were used to provide evidence in support of the 
model and to illustrate the links between our thoughts, feelings and behaviour. 
Intervention techniques involved psycho-education regarding the nature and 
maintenance of anxiety/panic, cognitive work designed to identify and challenge 
Theo’s misinterpretations of bodily sensations, and behavioural experiments 
addressing his avoidance and safety behaviours, providing discontinuation of feared 
consequences and the experience of anxiety habituation.
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Outcome
Theo’s Beck Anxiety Inventory (BAI) scores reduced from within the ‘severe’ range 
at the assessment session to within the ‘normal’ range at session 7. This was also 
consistent with Theo’s subjective mood ratings and his reported increase in 
confidence/reduction in ‘stress’ when on his own. Isolated belief ratings used to 
assess particular interventions also showed progress, for example, his belief in his fear 
of falling over, pre and post a hyperventilation task reduced from 60% to 30%.
Reformulation
At the time of writing the case report Theo and I still had 5 sessions left. At this time 
a radical reformulation of Theo’s problem was not needed, but additional information 
was considered for discussion during later sessions.
Critical Evaluation
The cognitive model of panic enabled a formulation that ‘fitted’ Theo’s experience of 
panic and the intervention appeared to relieve Theo’s panic symptoms and reduce his 
avoidance/safety behaviours. Despite Theo and I being of different gender, age, 
culture and ethnicity we were able to work collaboratively. As our alliance 
developed, Theo’s openness grew and discussions became more dynamic and 
exploratory. The intervention was client-centred and flexible, which promoted 
engagement. It seemed too premature to hypothesise about Theo’s longer-term 
prognosis. Clark (1986) proposed that panic triggering sensations and their 
misinterpretations change over time. Theo’s misinterpretations varied depending on 
the bodily sensations he felt. Therefore, maintenance of change would depend on 
Theo’s ability to generalise the skills/knowledge he had gained during treatment. It 
may have been beneficial to use the Agoraphobic Cognitions Questionnaire (ACQ; 
Chambless et al, 1984), which measures thoughts concerning the negative 
consequences of anxiety. No significant ethical issues arose. Consent to taping a 
session and consent to use material for this case report was obtained.
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A Comprehensive Neuropsychological Assessment with a 57 Year 
Old Man Presenting with Short Term Memory Complaints Possibly
Due to Early Onset Dementia
September, 2005
Completed in Year 1
All names and other details have been changed to preserve the service user’s
anonymity
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Referral/Presenting Problem
Matthew, a 57 year old man was referred to the Community Mental Health Team by 
his GP, for a psychiatric assessment for possible depressive disorder and an 
assessment of his memory. As part of the assessment process Matthew was referred 
for a neuropsychological assessment. The aim was to formally assess his memory 
difficulties, obtain a profile of his intellectual and cognitive functioning, and assess 
how these contribute to his current presentation.
Matthew was bom in London, was White/British, and of Roman Catholic faith. 
English was his first language. He lived independently and was unemployed, 
collecting income support. Matthew’s cousin and power of attorney, Pauline, was in 
regular contact. Matthew’s main complaint was his poor short-term memory, which 
had been getting worse over the last eight years.
Relevant Medical/Psychiatric History
In 2004 Matthew reported to his GP that he had been experiencing occasions where he 
would collapse in the street, losing consciousness very briefly. Matthew also reported 
that he had been suffering with chest pain. He had various investigations at a 
cardiology department but the outcome was unknown. Matthew had no previous 
history of cardiovascular problems. Matthew was also referred for a full blood count, 
urine tests, and MRI scan, but did not attend the appointments. There was no 
documentation in his case notes which indicated any head injury.
Matthew reported that he had his first episode of depression in the late I960’s. In 
1994 he felt suicidal and stepped in front of a van. He was diagnosed with having a 
depressive illness in 1995, and referred to the CMHT in 1996 where he was prescribed 
anti-depressants. He was later discharged from the team because of non-attendance.
Risk
Matthew’s level of risk was assessed at our first meeting and then monitored. Advice 
was sought from the team manager and a risk assessment form completed. A Mental 
Health Support Worker was also asked to assess his current living arrangements. 
Matthew was considered as someone with memory difficulties, who was living alone
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with no formal care support. He reported incidents which put himself and possibly 
others at risk of fire. He was at high risk of self-neglect, being burgled, being isolated 
and exploited from others. He had a family history of suicide and depression and a 
past suicide attempt. He denied having suicidal thoughts or thoughts about harming 
others. He reported drinking occasional alcohol and smoking cigarettes. He denied 
taking illicit drugs.
Hypothesis
The cause of Matthew’s memory complaint was unknown. A full and comprehensive 
literature review was conduced and after combining this with Matthew’s presenting 
complaint and age of onset the working hypothesis was that Matthew would have a 
neuropsychological profile consistent with moderate stages of early-onset dementia of 
the Alzheimer’s disease (AD) type.
Assessment
In line with current literature the following tests were chosen.
1. Wechsler Adult Intelligence Scale- Third edition (WAIS-III; Wechsler, 1997a)
2. Verbal and Semantic Fluency (administered according to Lezak, 2004)
3. National Adult Reading Test (NART; Nelson and Willison, 1991)/Wechsler 
Test of Adult Reading (WTAR; Wechsler, 2001):
4. Weschler Memory Scale-Third edition (WMS-III; Wechsler1997b),
5. Rey Complex Figure Test and Recognition Trial (RCFT; Meyers and Meyers,
1995)
6. Trail Making Test (Reitan, 1958)
7. Behavioural Assessment of Dysexecutive Syndrome (BADS; Wilson et al,
1996)
8. Mood ratings 0-1013.
The assessment took 3 sessions, each approximately 1.5-2 hours long.
13 During each session Matthew was asked to provide qualitative recordings of his mood using a subjective 0-10 scaling system (0 
= not depressed, 10 = most depressed).
108
Volume I: Clinical Dossier Adult Mental Health Case Report Summary 2
Findings/Discussion
Matthew’s neuropsychological profile was impoverished across multiple domains. 
When comparing his current IQ to his performance on the NART and WTAR it 
showed significant deterioration. He also showed deficits in short-term and working 
memory, and new learning, beyond the prediction made from his current Performance 
IQ score. His pattern of results indicated difficulties with encoding, storage and 
attention. His semantic memory was also poor and he had particular difficulties on 
complex executive function tasks (e.g. Trials part B) and on tests of visuospatial 
construction (e.g. Block design-WAIS-III). Matthew was observed to approach the 
block design subtest in a similar closing in fashion as other service users with AD 
(Gainotti, et al, 1992). Matthew had relatively preserved reading ability on the NART 
and his long-term memory and acquired knowledge appeared intact.
Matthew’s performance could support a diagnosis of early-onset AD. However, there 
were many unknown aspects of his medical presentation, such as the necessary 
cardiology and brain imaging investigations. Matthew’s performance may also have 
been affected by mood, fatigue, interest and motivation.
Recommendations
The cause of Matthew’s cognitive deficits remained unknown so recommendations 
were for further investigations to occur. It was recommended that Matthew had a CT 
scan of the brain, full blood tests as appropriate and further cardiology assessment, as 
well as a psychiatric review of his mental state. The aim was to obtain a more 
comprehensive picture of the factors involved in Matthew’s current presentation. 
Finally, it was recommended that Matthew should have a further neuropsychological 
assessment in 6-9 months to assess whether further cognitive and intellectual 
deterioration had occurred.
Critical Evaluation
The referral question regarding whether Matthew had a memory deficit was answered. 
He showed deficits on numerous tasks assessing memory below that of predictions 
made from his Performance IQ. However, the assessment was unable to answer why 
these memory/cognitive deficits were occurring. There were also ethical and legal
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aspects to this case, for example, discussions were held regarding whether Matthew 
should live alone and had capacity to make this decision. During supervision it was 
decided that consent would not be obtained prior to writing this report. There were 
various reasons for this, for example, it was likely that he would not remember 
consenting (as he could not remember meeting me at each session). I could have 
improved the assessment by including a further formal assessment of language, for 
example, the Graded Naming Test (GNT; Warrington, 1997), and an informant 
measure that has been validated for diagnosing dementia, for example, the Dementia 
Questionnaire (DQ; Ellis et al, 1998).
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CHILDREN, ADOLESCENTS AND THEIR FAMILIES (CAF) 
CASE REPORT SUMMARY
Assessment and Management of Aggressive Behaviour in a 2 Year
and 2 Month Year Old Boy
April, 2006
Completed in Year 2
All names and other details have been changed to preserve the service user’s
anonymity
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Referral
Elton (aged 2 years, 2 months old) was referred to a Child and Adolescent Mental 
Health Service by his Health Visitor (HV) because of violent14 behaviour towards his 
mother, Suzie, and younger brother Daniel (aged 11 months). Elton’s family were 
White, British, and English was their first language. Elton lived with Suzie and 
Daniel. Suzie and Tim (Elton’s father) had separated. Tim had moved in with a new 
partner and had a one month old child.
Assessment
I met with Elton and Suzie for an initial assessment meeting, which consisted of a face 
to face semi-structured clinical interview, at an outpatient’s clinic. Information was 
also gathered from Elton’s case notes, the initial team assessment report, a pre­
assessment form completed by Suzie, and a telephone conversation with Elton’s HV15. 
A risk assessment was also completed. Following the initial assessment meeting 
Suzie was asked to complete Antecedent Behaviour Consequence (ABC) charts, as 
well two questionnaires; the Behaviour Checklist (BCL; Richman, 1977) and Health 
of the Nation Outcome Scales Child and Adolescent Mental Health (HoNOSCA; 
Gowers al, 1998, 1999b).
Background
Suzie described a normal pregnancy and delivery, and did not experience post-natal 
depression. Elton had initially developed normally, meeting all milestones. However, 
despite not losing his attained levels, his speech development failed to progress 
further. At the time of the assessment he spoke only five words clearly. A speech 
therapy assessment had indicated that he understood words but needed help learning 
to articulate them. Elton had started displaying aggressive16 behaviour when he had 
been approximately 15 months old. Around this time Suzie and Tim had separated, 
Elton and Suzie had moved house and Daniel had been bom. Tim had initiated
14 ‘Violent’ was the term used by the referrer to explain Elton’s behaviour and so it is used when 
describing the initial referral details. Later in the report the terms ‘aggressive’ and ‘bad’ behaviour will 
be used interchangeably because this is the language Suzie used to describe Elton’s behaviour.
15 Along the same lines as Baker et al (2005) I found it useful to assume that Elton had a degree of 
‘developmental delay’ but because o f his age it was not yet clear the extent o f this; whether he had a 
more global intellectual disability, or whether he would ‘catch up’ with his peers.
16Suzie described Elton’s behaviour as consisting o f hitting, punching, kicking, biting, breaking and 
throwing toys.
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minimal contact with Elton since the separation. The frequency of incidents ranged 
from one every hour to one a day. When Elton displayed bad behaviour at home 
Suzie lifted him into the hallway, explained that he had been naughty and could come 
back when he had calmed down and said sorry. Elton would stand in the hallway for 
between 5 seconds-2 minutes, before playing once again. Suzie described how she 
felt exhausted, fed up, and constantly in a battle with Elton.
Formulation
From the notion that a large proportion of a child’s behaviours are learned (Herbert, 
1996a) the assessment process utilised the concepts from a behavioural approach. The 
information gathered from the ABC charts provided an understanding of the possible 
function of Elton’s behaviour.
A predisposing factor may be related to the age Elton was when Daniel was bom. 
Suzie’s parental attention had to be shared and almost all children can feel a sense of 
rejection or envy when a new sibling is bom (Herbert, 1996b). Elton’s developmental 
stage at the time of Daniel’s birth could also be considered at the age where ‘rage’ 
tends to appear as part of the normal course of development (Brault et al, 1999). 
Elton also had a speech and language delay. Communication difficulties have been 
recognised as associated with challenging behaviour, by being functionally adaptive 
as a means of communicating something to others in their environment (Kevan, 2003). 
Elton’s behaviour was often triggered when Daniel approached Suzie. The connection 
between the antecedents and Elton’s behaviour can be understood on the basis of 
operant conditioning, learning theory. This would propose that Elton’s behaviour is 
strengthened because of the response (the reinforcement), which follows. Herbert 
(1996b) identified three kinds of positive reinforcers; tangible rewards, social rewards, 
and self-reinforcers, as well as negative reinforcers such as avoidance of an unpleasant 
outcome. When Elton behaved in an aggressive manner, he received attention from 
Suzie when she carried out the timeout procedure.
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Intervention
I met with Suzie and Elton on five occasions biweekly, and for one further session 
following a three week break. In line with Suzie’s wishes Tim did not attend any 
appointments, but was ‘brought into the room’ via conversations. Research suggests 
that the parenting training model is effective for reducing the occurrence of behaviour 
problems in young children (Carr, 2002). Following the identification of goals of 
therapy, the intervention involved (following the proposals made by Herbert, 1996a & 
Crary, 1993) sharing a formulation and a mutual understanding of the factors involved 
in the maintenance of Elton’s aggressive behaviour, normalising Elton’s behaviour in 
terms of his developmental stage, identifying Elton’s assets, reducing positive and 
negative reinforcement for aggressive behaviour and increasing positive reinforcement 
for prosocial behaviour.
Outcome and Follow-Up
Suzie displayed changes in the way she viewed Elton’s behaviour, and in her 
emotional well-being. Reports from Suzie described large improvements in Elton’s 
behaviour. Elton not only seemed to be less aggressive and more loving, but his use 
of speech was also slowly increasing. He had also started attending playschool and 
Suzie noticed that the staff used the same approach as she did at home. Suzie reported 
that she felt any behaviour Elton did display was “normal for a 2 year old” and that 
her goals of treatment had been achieved. To assess clinical change the HoNOSCA 
was repeated, which indicated improvements. During supervision it was decided that 
Elton’s longer-term prognosis seemed very positive.
Reformulation
Overall, a radical reformulation of Elton’s difficulties was not needed, but additional 
information facilitated a greater understanding.
Critical Evaluation
The behavioural framework guided the initial formulation and intervention. Despite 
the appropriateness and seemingly successful intervention, it is worth noting that I 
also drew upon systemic theory and techniques (for example, I adopted a questioning 
style to facilitate the externalising of the problem, White, 1998/9), and the ideas
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encapsulated in attachment theory, all of which I feel was imperative to the successful 
outcome. As the primary carer, I could have asked Suzie to complete the Parenting 
Stress Index (Abidin, 1995), which is a screening tool measuring stress in the parent- 
child system. No significant ethical issues arose. Written consent to use material for 
this case report was obtained.
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PEOPLE WITH LEARNING DISABILITY (PLD) CASE REPORT
SUMMARY
A Behavioural Six-Week Social Skills Group for Adults with
Learning Disabilities
September, 2006
Completed in Year 2
All names and other details have been changed to preserve all service user’s
anonymity
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Referral
Whilst on placement within a Community Learning Disability Team I worked with
1 7adults with a learning disability (LD) who had severe complex needs requiring 
specialised service provision on an Assessment and Treatment Unit (ATU). 
Following multi-disciplinary team (MDT) discussions the psychology service decided 
that myself and another Trainee Clinical Psychologist would run a social skills group 
looking at non-verbal behaviour. Three male service users (Sam, Sid and Corey) were 
referred verbally by the Clinical Psychologist (my supervisor). They all had a LD 
(Sid and Sam were considered as having significant impairments, whilst Corey was 
assumed to have severe impairments), and a diagnosis of autistic spectrum disorder 
(ASD).
Assessment
The assessment comprised of (1) discussions with the service users, their named 
nurses and my supervisor; (2) informal observations; (3) an informant questionnaire 
completed by nursing staff to assess particular aspects of non-verbal social skills.
Formulation
The formulation was based on the theoretical underpinnings of social skills deficits in 
people with LD and ASD, and the social learning theory hypothesis, which assumes 
that social skill deficits result from the failure to acquire or perform social behaviours 
(Bandura, 1977; cited in Gresham and Elliott, 1989). Sam, Sid and Corey all had a 
LD, an ASD and associated social skill deficits. The results from the informant 
questionnaire identified that Sam had difficulties with the majority of non-verbal 
behaviours, but that his ability to judge appropriate personal distance was a particular 
need. The questionnaire indicated facial expressions and body posture were particular 
areas of need for Sid. Whereas, for Corey, his limited body posture and eye contact
I
were his areas of need. The initial hypothesis was that the service user’s social skill 
deficits resulted from skill-based impairments, i.e. from a lack of opportunity to learn 
the skill, or lack of exposure to models of appropriate social behaviour.
17 This term is used by the Department o f Health to describe individuals who have a learning disability 
and either severe challenging needs and present risks to themselves or others, severe mental health 
problems, which cannot be addressed by general psychiatric services or autistic spectrum disorders with 
severe challenging and/or mental health needs (Department o f Health, 2002).
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Action Plan
Following the assessment and an extensive literature search, the group incorporated 
behavioural techniques involving instruction/modelling with guided practice and 
feedback (Hazel et al, 1982). The research evidence (although limited) provided some 
evidence supporting a group based social skills training intervention.
Intervention
A total of six, one hour sessions were provided weekly on the ATU. The session 
agendas were pre-planned and organised around the individual areas of need identified 
during the assessment period. However, the exact format and content were flexible 
and adapted during sessions. A member of the nursing staff was also present during 
each session, providing a 1:1 ratio of staffiservice users.
Session format
Each session followed the same format: introduction and warm up exercise, review of 
group rules and the previous week, group discussion, exercises and role plays around 
the topic of the week (with a break in the middle), and if appropriate a rule for the 
main topic was decided by the group and/or a handout given. The session was then 
reviewed. All group members were provided with a folder, and a timetable/number of 
meetings chart. In line with the code of practice for the Mental Health Act (1983; 
Department of Health, 1999) session 1 also provided information about the group, the 
nature of group work and any questions were answered. Session 6 was used to 
evaluate/recap sessions 1-5.
Techniques employed
Social learning theory supports the use of various behavioural techniques (Elliott et al, 
2002). The sequence of behavioural techniques employed during the social skills 
group was similar to Hazel et a\ (1982), Kavale & Mostert (2004), and Mesibov 
(1984), which involved the introduction of the skill, direct instruction, coaching, 
modelling, behavioural rehearsal, and shaping and reinforcement.
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Session content
Each session had a different topic to cover including, facial expression, listening 
skills, and eye contact.
Outcome
The group was evaluated in various ways. ‘Talking Mats’ (Murphy et al, 1998) were 
used to help group members communicate their opinions. The group members’ 
feedback suggested that they all enjoyed the group and found it useful. Individual 
improvements were also observed and end of intervention reports written. Six 
members of staff completed an evaluation questionnaire, which indicated that the 
majority of staff felt that the pace, information given, length and frequency of the 
group was appropriate. Two respondents also reported that the group had helped the 
service users develop more confidence, and helped them feel valued.
Reformulation
Formulating the service users’ difficulties using social learning theory as well as 
knowledge regarding the types of difficulties people with LD and ASD have was 
useful in conceptualising their social skill deficits. The group was successful in 
helping the service users acquire social skills and the initial hypothesis that their 
deficits were from skill-based impairments seemed to successfully guide the 
behavioural techniques of the intervention. However, because a longer term follow 
up/evaluation did not occurr it was unknown whether a reformulation was necessary.
Professional and Ethical Issues
Verbal and written consent from all three service users was obtained. The service 
users’ capacity to consent was not assessed. However, advice was sought from both 
my supervisor and the MDT. Consent to write up this case report was obtained from 
the service users, their next of kin, and the nursing staff.
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Critical Evaluation
Yalom (1995) suggests that if a group only has three members it ceases to operate like 
a group. However, McIntosh et al (1991) recommends small group sizes, which 
maybe highlights the complex, specific needs of people with LD. All the service- 
users reported that they enjoyed the group and found it useful. The feedback also 
indicated that they gained positive peer-related social experiences, which impacted on 
their self-confidence. However, it remains unknown how much they have (and will 
continue) to generalise/transfer the skills taught, or how much their improvements will 
be maintained over time. This indicates that specific generalisation skills should have 
been included, and possibly trips into the community and a follow-up session 
incorporated. The assessments we used were not standardised, but did prove very 
useful. Having more formal one-to-one meetings during the assessment period or 
video clips of role plays may have provided valuable information.
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ADVANCED COMPETENCIES (NEUROPSYCHOLOGY) CASE
REPORT SUMMARY
A Brief Neuropsychological Assessment and Behavioural 
Intervention, Followed by Cognitive Behavioural Therapy for 
Depression With a 62 Year Old Man Presenting With Disinhibited 
Social Behaviour and Symptoms of Depression Following a 
Traumatic Brain Injury
March, 2007
Completed in Year 3
All names and other details have been changed to preserve the service user’s
anonymity
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Referral
Gary, a 62 year old man was referred to the psychology service in a Community 
Neurorehabilitation Team, for a neuropsychological assessment to establish his 
current level of cognitive functioning, an assessment/intervention of 
disinhibited/socially inappropriate verbal behaviour, and psychological support for his 
wife, Charlotte18.
Presenting Problem
In July, 2006, Gary sustained a severe traumatic brain injury (TBI) after falling off his 
garage roof. A computerized tomography brain scan showed a brain stem 
haemorrhage and a large contusion in the right frontal lobe. Gary’s ethnic background 
was White, British and English was his first language. Prior to the accident he lived 
with Charlotte and was a self-employed builder. At the time of the referral, Gary was 
in a hospital ward, which provided inpatient rehabilitation.
Both Gary and Charlotte described that since his accident Gary’s personality had 
changed from being a shy man to one who was free with his speech, at times making 
racist remarks. Discussions with two members of staff at the hospital ward did not 
elicit any concerns regarding Gary’s verbal behaviour. Gary’s presentation had 
concerned me. He appeared to make many innuendos and at times his remarks were 
offensive due to the racial/ethnic undertones. I wondered whether the members of 
staff were minimizing Gary’s behaviour because they perceived it as ‘understandable’ 
after a TBI.
Initial Assessment
I met with Gary and Charlotte for an initial clinical interview, and conducted a brief 
neuropsychological assessment. A literature review of TBI and executive dysfunction 
was also completed. Gary’s risk of mood disorder and self-harm/suicide was initially 
assessed, then monitored. Gary was considered at low risk during the initial stages of 
the assessment/intervention19.
18 Gary and Charlotte’s first names are used to improve the readability of the report.
19 In line with the referral, throughout the assessment and intervention period time was also spent 
providing Charlotte support, including meeting with her alone. However, due to the word count 
limitations, the report focused on the work with Gary.
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Hypothesis
On a test of executive functioning Gary would show impairment in his ability to 
inhibit verbal responses.
Neuropsychological Assessment
In line with current literature/working hypothesis the following tests were chosen:
1. Wechsler Test of Adult Reading (Wechsler, 2001)
2. Wechsler Abbreviated Scale of Intelligence (Wechsler, 1999)
3. Three subtests of the Adult Memory and Information Processing Battery 
(Coughlan and Hollows, 1985)
4. Hayling and Brixton Tests (Burgess and Shallice, 1997)
5. Hospital Anxiety and Depression Scale (Snaith and Zigmond, 1994)
The assessment took two sessions, each approximately 90 minutes. 
Findings/Discussion
In line with the working hypothesis Gary showed significant impairment on a 
response suppression task.
Formulation
A  conceptual framework suggested by Worthington (2003) describes three schema 
levels (assembly, activation and regulation). Gary’s difficulties seemed to be at the 
schema regulation level; he often spoke without pre-thought, was disinhibited and did 
not self-monitor. Along the lines of behaviour theory and operant conditioning, 
although organically derived it was probable that Gary’s behaviour was being 
sustained/reinforced through his inappropriate social interactions with the nursing 
staff.
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Intervention 1
The results of the psychometric assessment were discussed. However, Gary was 
discharged home before an intervention started. Following his discharge Charlotte 
and Gary agreed to keep frequency counts of the times Gary said something 
inappropriate, and based on behavioural theory Charlotte began providing direct, 
consistent verbal feedback every time Gary made inappropriate remarks.
Outcome
During a review appointment Gary appeared more able to stay on topic during 
conversations, and did not say one racist/offensive remark. Charlotte also reported 
that Gary had not made any inappropriate remarks during the previous two weeks. 
However, Gary stated that he felt depressed and expressed suicidal ideation. He 
obtained a score in the ‘severe range’ on the Beck Depression Inventory -  II (BDI-II; 
Beck, et al 1996) indicating that he was experiencing clinically significant levels of 
depression. Four sessions of Cognitive Behaviour Therapy (CBT) for his symptoms 
of depression were offered.
Intervention 2
CBT sessions were based on the recommendations made by Macniven et al (2003), 
Khan-Boume and Brown (2003), and Ownsworth and Oei (1998). They included 
socialisation to the cognitive model and CBT, identification of goals for therapy, a 
shared formulation, behavioural techniques designed to increase activity levels, 
cognitive techniques designed to focus on specific patterns of thinking, problem­
solving techniques looking at practical difficulties, and support for Charlotte.
Sharedformulation
Gary reported held beliefs such as ‘to be a good husband you have to earn money or 
help around the house’. The physical, cognitive, emotional and psychological changes 
associated with Gary’s TBI were sudden in onset and impacted upon his level of 
functioning, sense of self and his relationship with Charlotte. It was noticeable that 
Gary’s insight into the changes in his life had increased and with that came a 
realization of the loss that had occurred. Gary reported reduced confidence and self-
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esteem and negative thoughts about himself and his future, for example, ‘what’s the 
point?’ or ‘I’m useless’. Triggers to these negative thoughts appeared to be situations 
such as, Gary being unable to do activities as quickly/go to work, which also led to 
feelings of guilt and depression. These thoughts and feelings led to him feeling 
unmotivated, which further exacerbated his negative thoughts and feelings.
Outcome
During our final session Gary reported that his goals of treatment had been 
successfully achieved. His BDI-II scores reduced to within the ‘mild’ range, which 
was consistent with his reduced suicidal ideation and increased sense of achievement 
during the day. Isolated belief ratings used to assess particular interventions also 
showed progress.
Reformulation/Prognosis
Reformulation of Gary’s experience was an ongoing process. It seemed too premature 
to hypothesise about Gary’s longer-term prognosis because the process of recovery 
following TBI is complicated by many factors including the severity and location of 
the injury. Gary did however have many protective factors such as the support from 
Charlotte.
Critical Evaluation
No formal baseline measure was collected before the behavioral intervention was 
implemented. However, there were many factors, which guided my decision to 
proceed without a baseline, including, the possible impact of his behaviour on his 
relationship with Charlotte and his friends. During the CBT sessions the Katz 
Adjustment Scale (Jackson et al, 1992) may have indicated specific areas of poor 
adjustment, which could have focussed interventions further. No significant ethical 
issues arose. Written consent was obtained to write the case report.
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Abstract
Title: An audit to evaluate the practice of conducting carers’ assessments in a CMHT 
Objective: To evaluate the current practice of carers’ assessments compared to
standards set by policy.
Research questions:
• What proportion of nominated carers are offered a carer’s assessment.
• What reasons carers report when they decline the assessment
• What kind of needs carers identify
• What proportion of carers require a formal care plan.
Design: Retrospective descriptive analysis.
Setting: Multidisciplinary CMHT
Participants: CMHT archive records, file based information.
Main outcome measures: Existing CMHT data and information from multi­
disciplinary notes was collated and used to compare current practice to 
trust/government policy.
Results: All carers of service users on enhanced CPA had been offered an assessment 
of their needs meeting both government and trust policy. 48% declined the 
assessment. Reasons for declines included, ‘reason unknown’, not wanting to be 
formally known as a ‘carer’ or the service user not wanting the carer to be assessed. 
26% of assessed carers required a formal carers care plan to meet their needs. The 
most frequent identified need was ‘stress/respite’.
Conclusions: The audit suggests that the CMHT meets standards set by policy. All 
nominated carers of service users on enhanced CPA were offered an assessment of 
their needs. Following analysis of the reasons for declines and the needs identified by 
the carers, the CMHT may want to consider an intervention (e.g. referring carers to 
voluntary carers support organisation if conflict arises between the requests of carer 
and service user).
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Introduction
Community Mental Health Teams (CMHT) provide community focused, mental 
health and social care services to those with severe mental health problems 
(Operational Policy, 2003/06). They are multidisciplinary, comprising of specialist 
doctors, psychologists, nurses, occupational therapists and social workers (Operational 
Policy, 2003/06). The current audit was conducted in the context of a CMHT.
Audit “is the process of setting standards, comparing practice with the standards, 
making changes in line with the observed comparisons, and reviewing practice again” 
(Paxton, 1995, p8). Essential components of audit are encompassed in the audit cycle 
(Crombie et al, 1997), which consists of 5 stages (figure one). This study focussed on 
the first 3 stages.
Figure One: Clinical Audit Cycle (Norman, 1995, p.42)
1 .Identify 
problem/issues
5. Implement change
2. Set standards/goals6. Monitor effect 
of change
4. Identify change 
needed
3. Assess/measure 
quality
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1. Identify Problem/Issue
Audit is at the heart of National Health Service (NHS) work. The CMHT identified 
carers’ assessments as a topic for audit. Regular discussions with team members 
facilitated data collection and provided support for the audit to progress.
‘Carers’ can be of any age (Trust-Wide Policy, 2003) and are defined as “relatives or 
friends who voluntarily look after individuals who are sick, disabled, vulnerable or 
frail” (Department of Health, 1999b, p. 129). Carers can provide practical, personal, 
physical, financial and emotional care (Oyebode, 2003), and often make sacrifices, 
such as loss of employment (Fadden et al, 1987; Yun-Hee, 2003). The caring role can 
alter a relationships usual characteristic especially if it took on a different form before 
the ‘care giver- care receiver’ partnership, for example, being a son. Carers can 
experience clinical levels of stress (Oldridge and Hughes, 1992; Oyebode, 2003), and 
many suffer from their own mental health problems (Fadden et al, 1987). Coping can 
be reliant on the quality of the current relationship and the wider social support 
available (Oyebode, 2003).
The majority of research on carers focuses on care of the elderly and/or persons with 
dementia (Syron and Shelley, 2001) and many have small sample sizes and no control 
groups (e.g. Gall et al, 2003; Gilhooly, 1984; Norbeck et al, 1991). Studies have 
indicated that carers’ needs are largely unmet (Hatfield, 2000; Henwood, 1998) and 
the most effective ways of meeting carers’ needs remain unknown (O’Reilly et al, 
1996). It is not clear which aspects of caring are stressful and how health 
professionals can help carers cope (Nolan et al, 1990). One thing that has become 
clear is that carers do not find the same problems stressful (Syron & Shelley, 2001), 
suggesting the necessity for individualised assessments.
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2. Set Standards/Goals:
Legislative Framework:
The National Service Framework (NSF) for Mental Health, Standard 6: Caring About 
Carers (Department of Health, 1999b), states that all individuals who provide regular 
care for a person on Care Programme Approach (CPA) should be offered an 
assessment of their needs, repeated on an annual basis. CPA is a framework for care 
planning. The NSF acknowledges two levels of CPA (Department of Health, 1999b); 
standard and enhanced. The standard level is designed for those who have less 
complex, health/social care needs. The enhanced level is designed for those with 
complex, longer-term health/social care needs, where the input of more than one 
professional or service must be co-ordinated, by a care co-ordinator. This CMHT’s 
Operational Policy (2003-06) specifies that all carers of service users on enhanced 
CPA should be offered an assessment of their needs as carers and provided with a care 
plan as necessary.
By March 2002, services were expected to achieve 100% compliance with the NSF 
standard (Trust-Wide Clinical Policy, 2003). The present audit aimed to compare the 
current practice of offering carers assessments against this standard.
Research questions
Overall, the audit aims to evaluate the implementation of the legislation at practice 
level.
In particular the CMHT asked:
• What proportion of nominated carers was offered a carers’ assessment?
• What were the reasons carers declined the assessment?
• What kind of needs did the carers have?
• What proportion of carers required a formal care plan to meet these needs?
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3. Assess/Measure Quality:
Method
Design: Retrospective descriptive analysis.
Participants: A total of 4 months (January-April 2005) CMHT caseload information 
was collated (n=295). Out of this 295, 123 service users were on enhanced CPA and 
out of these, 66 had nominated a carer. This sub-sample with nominated carers was 
included in thematic analysis.
Measures: The main criterion measured was the current practice of carer assessments 
compared to policy set standards. The data relied on the CMHT database being up to 
date with information from care co-ordinators.
Procedure: The CMHT maintained a database regarding details of service users on 
their caseload. Initially, all service users that had been under the CMHT between 
January-April 2005 were included in data collection. This enabled an analysis of the 
percentage of service users under the CMHT on enhanced and standard CPA and the 
percentage of service users on enhanced CPA who also had a nominated carer. Next, 
information was gathered on whether the nominated carers had been offered an 
assessment.
The thematic analysis took two strands. Firstly, information was gathered for all 
carers who had declined the assessment, exploring the reasons why. Secondly, 
information was gathered for all carers who had completed an assessment and had 
been accepted for a carers’ care plan to explore what needs they identified, and 
whether these needs were met by their care plan. In both instances demographic 
information was collected from service users’ multidisciplinary files, their most recent 
psychiatric review reports (e.g. for the diagnosis) and verbal discussions with care co­
ordinators. Care was taken to ensure that the anonymity of service users, carers and 
care-coordinators was preserved.
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Data Analysis: Descriptive statistics were used. Due to the small frequencies in many 
of the cells, a Chi-square analysis could not be conducted.
Results
Total CMHT Caseload:
A total of 295 service users were on the CMHT’s caseload between January-April 
2005. Of these 123 (42%) were on enhanced CPA and 172 (58%) were on standard 
CPA.
Service Users on Enhanced CPA:
Of the 123 service users on enhanced CPA, 66 (54%) had nominated carers. 
Assessments Offered to Carers:
All 66 (100%) service users with nominated carers had been offered an assessment. 
Research Question: Why Carers Declined an Assessment:
Of the 66 offered a carers assessment, 32 (48%) declined the assessment. To explore 
this further, information about the service user and the carer was collected (raw data in 
Appendix B).
Gender and Age o f Service User
10 (31%) of the service users were male, 22 (69%) female. The mean age was 43.84 
years (range = 20-69 years), with a standard deviation of 13.63.
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Service User Presenting Problem
Service users of carers that declined the assessment had a variety of diagnoses (Table 
One). 50% of the sample was diagnosed as suffering from ‘paranoid 
schizophrenia’/4 schizophrenia’.
Table One: Types of Presenting Problem
Declined assessment 
sample
Assessed and accepted 
for care plan sample
Diagnosis Frequency Percent Frequency Percent
Bipolar affective disorder 3 9.4 2 20
Depression 4 12.5 0 0
Paranoid
Schizophrenia/schizophrenia
16 50 8 80
Schizo-affective disorder 3 9.4 0 0
Schizophrenia/Depression 1 3.1 0 0
Delusional disorder 1 3.1 0 0
Dual diagnoses - Borderline 
personality disorder/ 
(bulimia, depression)
3 9.4 0 0
Eating disorder 1 3.1 0 0
Total 32 100.0 10 100.0
Religion and Ethnicity o f Service User
Data from demographic information sheets specified a range of ethnicities (Table 
Two) and religious backgrounds (Table Three) of service users within this sub-group. 
Approximately half (53.1%) identified themselves as ‘White/British’, with the next 
highest frequency being ‘Black/British’ (21.9%).
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Table Two - Ethnicity of Service User
Declined assessment 
sample
Assessed and accepted 
for care plan sample
Ethnicity Frequency Percent Frequency Percent
Black/British 7 21.9 1 10
Indian/Asian 1 3.1 2 20
White/British 17 53.1 4 40
Black/African 1 3.1 1 10
African/Asian 1 3.1 0 0
Black/Caribbean 2 6.3 1 10
Indian/British 1 3.1 0 0
White/Irish 1 3.1 0 0
Mixed White/Black 
Caribbean
1 3.1 0 0
Asian/British 0 0 1 10
Total 32 100.0 10 100.0
Table Three: Service Users’ religion
Declined assessment 
sample
Assessed and accepted 
for care plan sample
Religion Frequency Percent Frequency Percent
Islam 1 3.1 0 0
Church of England 6 18.8 2 20
Roman Catholic 6 18.8 2 20
Christian 2 6.3 0 0
Unknown 13 40.6 6 60
None 6 18.8 0 0
Total 32 100.0 10 100.0
148
Volume I: Research Dossier Service Related Research Proiect
Carer’s Relationship to the Service User
The ‘care provider-care recipient’ relationship was explored by looking at the carers’ 
relationship to the service user (Table Four). A total of 29 (91%) were either family 
members or spouses.
Table Four: Carer’s Relationship to the Service User
Declined assessment 
sample
Assessed and accepted for 
care plan sample
Carer’s relationship to 
service user
Frequency Percent Frequency Percent
Parents 5 15.6 0 0
Mother 7 21.9 3 30
Father 1 3.1 2 20
Brother 2 6.3 0 0
Daughter 2 6.3 2 20
Son 3 9.4 0 0
More than 1 family 
member
2 6.3 0 0
Partner 4 12.5 0 0
Wife 1 3.1 0 0
Husband 2 6.3 2 20
Staff member 1 3.1 0 0
Lodger 1 3.1 0 0
Friend 1 3.1 0 0
Nephew 0 0 1 10
Total 32 100.0 10 100.0
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Reasons Carers Decline
The reasons carers declined the assessment was collated (Table 5). ‘Reason 
unknown’ was the most frequently (32.4%) documented reason. Following this, it 
was reported that they did not want to be formally known as a ‘carer’ (24.3%) or the 
service user requested that the carer was not assessed (16.2%). Only 10.8% declined 
the assessment because their needs were already being met.
Table Five: Reason for Decline
Reason for decline Frequency Percent
Worried about benefits being reduced 2 5.4
Worried about confidentiality 2 5.4
Did not want to be formally known as 
‘carer’
9 24.3
Service user requested carer not to 
have an assessment
6 16.2
Needs are already being met 4 10.8
Reason unknown 12 32.4
Unsure of purpose of 
assessment/outcome
2 5.4
Total 37 100.0
Research Question: What Proportion o f Carers Required a Formal Care Plan?
Carers Assessed and Requiring a Formal Care Plan
Of the 34 assessed, 10 (26 %) were accepted for a formal care plan to meet their needs 
as carers. To explore this further the demographic details of service users and the 
carers details, needs and health (from the carers’ assessment) was collated (all raw 
data is in Appendix C).
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Gender and Age o f Service User
8 (80%) of the service users were female, 2 (20%) were male. The mean age was 45.1 
years (range = 25-64 years), with a standard deviation of 14.35.
Presenting Problem
Within this sub-group the service users were either diagnosed as suffering from 
‘paranoid schizophrenia’/ ‘schizophrenia’ (80%) or ‘bipolar affective disorder’ (20%; 
Table One).
Ethnicity and Religions Background o f Service User:
Once again data from service users’ demographic information sheets specified a range 
of ethnicities (Table Two) and religious backgrounds (Table Three) of service users. 
40% identified themselves as ‘White/British’, with the next highest frequency being 
‘Indian/Asian” (20%).
Carer’s Relationship to the Service User:
When exploring relationship types of the carer- service user relationship, 30% of the 
carers were mothers, 20% fathers, 20% daughters and 20% husbands. Therefore, 
100% of the sample was family relations/spouses (Table 4).
Research Question: Carer1 s Needs and Whether These Were Met by Carer’s Care 
Plan
Carer’s Needs
Table Six shows the thematic analysis of the needs carers identified in their carer’s 
assessments (raw data and thematic coding is in Appendix C). 40% mentioned stress 
as an area of need, with the next largest frequency being ‘respite/time spent in day 
centre’ (15%) and Tack of social life, employment, education’ (15%).
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Table Six: Needs Identified in the Carer’s Assessment
Need identified Frequency Percent
Stress 8 40
Respite/ service user to 
spend time at day centre
3 15
Financial/transport 2 10
Information about what to 
do in a crisis
2 10
Lack of social
life/education/employment
3 15
No needs 2 10
Total 20 100.0
Needs Being Met in the Carer’s Care Plan:
After thematic coding a tally system was used to indicate whether the carer’s need was 
identified and targeted within the carer’s care plan (see Appendix C). Table Seven 
summarises the findings; 60% of the needs identified by the carer’s assessment were 
targeted in the carer’s care plan. When looking in more detail at the needs not 
highlighted in the care plan, on 5 (62.5%) occasions no care plan was documented, 
and for 3 (15%) there was a care plan but the needs were not directly addressed.
Table Seven: Needs Identified and Targeted in Carers Care Plan
Was need identified and 
targeted in the carer’s 
care plan?
Frequency Percent
Yes 12 60
No 8 40
Total 20 100.0
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Discussion
This audit suggested that all (100%) carers of service users on enhanced CPA under 
the CMHT were offered an assessment, meeting the standards set by both government 
(e.g. Department of Health 1996b) and trust (Operational Policy, 2003-06) policy. 
However, roughly half of the carers who were offered an assessment declined this 
service. The reason for the declines was ‘unknown’ for approximately one third of the
declines. A number of reasons may account for this. There is evidence that carers’
\
knowledge of the legislation is non-existent (Department of Health, 1999a; Heaton et 
al, 1998), suggesting that the purpose of assessment is not explained (Seddon & 
Robinson, 2001). The CMHT sent most of the carers’ assessments through the post 
rather than directly speaking to them. This possible lack of awareness regarding the 
assessment could affect the type of relationship the carer has with the CMHT and the 
likelihood they would want to share information with it.
Approximately one quarter of the sample declined the assessment because they did not 
want to be formally known as a ‘carer’ and for 16.2% the service user requested that 
the carer was not assessed. The Carers and Disabled Children Act (2000), allows 
carers to request assessments despite the service user declining the service. However, 
a dilemma can be present when a conflict arises between the needs of the client and 
the carer (Gall et al, 2003; Winefield & Burnett, 1996). Carers and service users often 
express differing views over treatment and intervention (Marks, 1994; Shepherd, 
1996) and standards set by policies fail to provide information on how carer support 
should be achieved. Winefield & Burnett (1996), studied potential barriers between 
the ‘professional-carer’ contact, suggesting that perceived unmet needs and 
unsatisfactory relations can be a source of psychological stress. One proposed barrier 
affecting the therapeutic relationship between carers and services was the confusion 
over the ‘type’ of relationship. For example, is it therapeutic, supportive, educational 
or collaborative? (Winefield & Burnett, 1996). One way to problem-solve around this 
issue would be for staff to access clinical supervision when they face dilemmas (Gall 
et al, 2003).
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When exploring the needs expressed by carers who completed the carer’s assessment 
and who had a carer’s care plan, it was found that 40% identified ‘stress’ as an area of 
need and 15% highlighted the need for respite/day care for the service user. The 
findings also suggested that the majority (80%) of the service users the carers cared 
for had a diagnosis of schizophrenia. Caring for a service user diagnosed with 
schizophrenia can be stressful and place burden on the carer (Cuijpers, 1999). Carers 
tend to function largely at the level of managing the illness or co-ordinating services, 
and the stigma attached to this diagnosis can heighten this stress further (Norbeck et al 
1992). The whole purpose of assessing carer’s needs is to gain an understanding of 
any problems they may be experiencing and to prevent/reduce stress. But how can we 
make sense of the stress response so that appropriate interventions can be 
implemented? Nolan et al (1990) report results from a national sample survey, and 
propose a transactional model of stress. This assumes that it is not the event itself, 
which is important but the individuals’ perception of the event. This suggests that the 
demands, perceived capabilities and carers’ emotions are crucial when trying to 
understand the carer’s perception of an event. Nolan et al (1990) suggest an 
“educative/supportive model” (p. 552). However, what this encompasses in practice 
is not explained. Some carers have few needs but find it helpful to talk about carer 
related issues (Gall et al, 2003; Norback et al, 1991). Understanding the nature of the 
illness, the idiosyncratic relapse signs and how best to respond to them could increase 
the likelihood of communication to the CMHT and early intervention (Winefield and 
Harvey, 1994). Therefore, minimising the burden of care on the individual carer 
(Faden et al, 1987; Yun-Hee, 2003).
Presentation of Findings to the CMHT
The findings were discussed at a team meeting (Appendix D). The team highlighted 
the issue of time restraints and the difficulties in meeting with carers. They also 
discussed that informal support/advice is provided to carers as a routine element of 
their work. The CMHT may benefit from implementing the next stage of the audit 
cycle (Figure 1). The CMHT could consider interventions, including personal visits to 
carers. Following discussions with a voluntary carer’s support organisation it also 
became clear that the team could refer carers if the dilemma of conflicting needs
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arose. This would safeguard the service-users relationship with the team as well 
provide support for the carer.
Limitations and Future Research
The audit had a number of limitations. A short period of data collection was used 
resulting in a small sample. Ideally data needed to be collected over a one-two year 
period. However, this was not possible due to time constraints. The data and 
subsequent analysis is not transferable to other settings/populations. However, it 
could be possible to compare these findings with other data sets within different 
service setups. There was limited control over the research design due to the context 
in which data was collected. A further audit could involve asking assessed carers 
whether they feel their needs are being met and their experience/understanding of the 
assessment process.
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Appendix A: SRRP Ethical Scrutiny Form
University of Surrey
Ps y c h D C l in ic a l  P s y c h o l o g y
Service Related Research Project 
Ethical Scrutiny Form
The nature o f  the proposed project is such that 1 am satisfied that it will not require scrutiny 
by the trust's ethical committee.
Name o f Field/Placement Supervisor:........™
Signature o f  Field/Placement Supervisor: .....
Name o f  T ra inee:.
Title o f  SRRP:
 .
D ate : . I l l Q 3j .9 ,I .,
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Appendix B: Reasons for Declines
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Appendix C: Carers Assessed
CS -SS
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Appendix D: Letter Regarding Presentation o f Findings
29th June 2005
Ms
Trainee Ciinieal Psychologist
Dear
Re: Feedback of audit findings
Thank you very much for presenting the audit on the CMHT’s practice of offering 
carers' assessments, at the last team meeting.
The content of the findings was very interesting and useful for the team to discuss. 
The findings could potentially help guide future clinical practice of the teams’ 
relations with carers’.
Yours sincerely
Team. Manager
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GROUP QUALITATIVE RESEARCH PROJECT ABSTRACT
The Beliefs, Thoughts and Experiences of Believers of the 
Paranormal: an Interpretative Phenomenological Analysis
May, 2006 
Completed in Year 2
All details have been changed to preserve participants ’ anonymity
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Abstract
Title: The beliefs, thoughts and experiences of believers of the paranormal: an 
interpretative phenomenological analysis (IPA).
Aim: To explore ‘believers’ experiences of the paranormal through their thoughts, 
beliefs, interpretations and personal paranormal encounters. Further, the researchers 
wondered how participants’ beliefs in the paranormal had developed and what 
function(s) their beliefs served for them?
Design: Focus group (consisting of four participants), which lasted approximately 
one and a half hours.
Participants: To access ‘believers’ in the paranormal, participants were recruited via 
a local psychic circle.
Analytic procedure: The focus group was transcribed and analysed using IP A. IPA 
was chosen because it is a method that aims to understand individual subjective 
accounts of experiences, and to explore the ways in which those experiences are 
meaningful.
Results: Following the analysis the researchers identified three main themes.
1. Interpretation of paranormal experiences - the stories participants told and their 
interpretations of their experiences seemed to support their beliefs about whether 
paranormal phenomena was part of normal reality or not. 2. Belief development and 
maintenance -  beliefs in the paranormal appeared to be developed and maintained 
through storytelling. Shared storytelling was an example of social learning and had 
the function of validating/providing support for individuals’ beliefs in the paranormal. 
3. Functions of believing -  all participants agreed that they gained something positive 
from their experiences/beliefs, including comfort, reassurance surrounding death and 
communication/messages obtained through their paranormal experiences.
Concluding Remarks: Despite the small sample size the study succeeded in obtaining 
an in-depth exploration of the beliefs and experiences of a homogenous group of 
believers in the paranormal. The research helped us to illuminate some of the ways in 
which paranormal beliefs are shared and transmitted between members of social 
groups, and has highlighted the importance of such processes in enhancing a sense of 
group cohesion and belonging. The research was also innovative in using focus 
groups and IPA simultaneously. By using focus groups the research was able to draw 
out the social factors in paranormal beliefs.
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RESEARCH LOG CHECKLIST
July, 2007
Completed in Year 3
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Research Los Checklist
1 Formulating and testing hypotheses and research questions 0
2 Carrying out a structured literature search using information technology and 
literature search tools
0
3 Critically review ing relevant literature and evaluating research methods 0
4 Formulating specific research questions 0
5 Writing brief research proposals 0
6 Writing detailed research proposals/protocols 0
7 Considering issues related to ethical practice in research, including issues o f  
diversity, and structuring plans accordingly
0
8 Obtaining approval from a research ethics committee 0
9 Obtaining appropriate supervision for research 0
10 Obtaining appropriate collaboration for research 0
11 C ollecting data from research participants 0
12 Choosing appropriate design for research questions 0
13 Writing patient information and consent forms 0
14 D evising and administering questionnaires 0
15 Negotiating access to study participants in applied NH S settings 0
16 Setting up a data file 0
17 Conducting statistical data analysis using SPSS 0
18 Choosing appropriate statistical analyses 0
19 Preparing quantitative data for analysis 0
20 Choosing appropriate quantitative data analysis 0
21 Summarising results in figures and tables 0
22 Conducting semi-structured interviews 0
23 Transcribing and analysing interview data using qualitative methods 0
24 Choosing appropriate qualitative analyses 0
25 Interpreting results from quantitative and qualitative data analysis 0
26 Presenting research findings in a variety o f  contexts 0
27 Producing a written report on a research project 0
28 Defending own research decisions and analyses 0
29 Submitting research reports for publication in peer-reviewed journals or edited  
book
0
30 Applying research findings to clinical practice 0
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MAJOR RESEARCH PROJECT
Belief domains in obsessive compulsive disorder: the 
relationship between inflated responsibility and danger 
expectancies, and obsessive compulsive symptoms
by
Lindsay Gorrill
Department of Psychology 
School of Human Sciences 
University of Surrey
July 2007
Word Count: 18,774 (excluding references and appendices)
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1.0 ABSTRACT
According to cognitive models of Obsessive Compulsive Disorder (OCD) specific 
dysfunctional beliefs underlie the negative appraisal of intrusive thoughts. This study 
investigated the relationship between two belief domains considered important in the 
aetiology and maintenance of OCD (inflated responsibility, IR; and overestimation of 
threat, OT) and the severity of OCD symptoms. In addition this study explored the 
relationship between the two belief domains and two OCD symptom subtype 
presentations (checking and washing). Based on previous research findings it was 
hypothesised that 1) both belief domains would have a significant relationship with 
general OCD symptoms, 2) IR would have a significant relationship with the checking 
subtype symptom presentation and 3) OT would have a significant relationship with 
the washing subtype symptom presentation. The sample consisted of men and women 
recruited from OCD self-help organisations (n=92). Correlational methods were used 
to analyse the data from participants’ self-completed questionnaire measures of 
obsessionality and beliefs about intrusive thoughts, whilst controlling for measures of 
negative mood. Findings partially supported the first hypothesis: although OT had a 
significant relationship with obsessive compulsive symptoms, IR did not. The results 
did not support the second hypothesis: IR did not have a significant relationship with 
checking symptoms. The results partially supported the third hypothesis: tentative 
findings suggested a significant relationship between OT and washing symptoms. 
Additional analyses also found a significant relationship between OT and checking 
symptoms. The findings are discussed and possible interpretations explored. The 
clinical implications of the study and suggestions for future research are also 
considered.
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2:0 INTRODUCTION
2.1 Obsessive Compulsive Disorder (OCD)
OCD is an anxiety disorder, which can cause slight to extreme distress and 
impairment of functioning (Crino et al., 2005). It is characterised by unwanted, 
persistent, intrusive repetitive thoughts, impulses or images (obsessions), which cause 
anxiety or distress. Some examples of intrusive thoughts are:
“What if the oven is not turned off?”
“If I don’t wash my hands again there might still be germs on them and I
could spread disease”
“I could suffocate my baby whilst he’s asleep”
In response to obsessions individuals may perform compulsive actions, which can be 
considered as voluntary repetitive behaviours including both overt (such as checking 
or washing) or covert (such as repeating words in your head, e.g. “I am a good mum”) 
rituals in order to reduce anxiety and/or prevent the feared negative consequence from 
occurring. However, the attempt to neutralise, avoid, control or suppress the thought 
not only results in an increase in the strength and frequency of the intrusive thought 
(Tolin et al, 2002), but leads to an increase in discomfort when the person has the 
thought again (Purdon et a l , 2005; Salkovskis et al, 2003). Compulsive rituals also 
deprive the person of disconfirmation that his/her feared consequence was going to 
happen and provide evidence to the contrary (i.e. that if they had not washed their 
hands again then they would have been contaminated), which leads to repeated 
neutralising and further avoidance when the thought occurs again. In this way the 
individual becomes caught in a vicious cycle (Rachman, 2002). Epidemiological 
studies have indicated that OCD is a common psychiatric disorder (Myers et a l , 
1984), with a lifetime prevalence of approximately 2.3% (Weissman et al, 1994). In 
severe cases, OCD can disrupt an individual’s level of functioning so much as to make 
it impossible to carry out daily living skills/activities (e.g. maintaining employment) 
due to the amount of time devoted to engaging in rituals and/or avoiding triggering 
situations.
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Although the manifestation of the vicious cycle (intrusive thoughts neutralised by 
repetitive rituals) of obsessive compulsive symptoms is a commonality, it is a highly 
heterogeneous disorder (e.g. Mataix-Cols et a l , 2005; McKay et al, 2004) with a 
diverse range of possible symptoms and a complexity of presentations.
2.2 OCD Symptom Presentation
Individuals with OCD can experience a variety of obsessive and compulsive 
symptoms either in unison or combination. Common obsessions include intrusive 
thoughts about contamination, illness, or harm (either to one-self or others), violence, 
sex, hoarding and symmetry (McKay et al, 2004) and common compulsions include 
cleaning, checking, and mental rituals. A popular way of conceptualising the different 
subtypes of the disorder is to group individuals according to overt OCD symptom 
presentations (McKay et al, 2004). This symptom-presentation-based approach has 
led to consistent findings of certain subtypes, for example, ‘washers’, ‘checkers’ and 
‘hoarders’ (e.g. Calamari et a l, 2004; McKay et al, 2004; Summerfeldt et al, 1999). 
For example, Abramowitz et al (2003) using a large clinical sample of individuals 
with a primary diagnosis of OCD (n=132) categorised groupings on symptom 
presentations. Their analysis resulted in a five-cluster solution: a harming cluster with 
aggressive obsessions concerning responsibility for harm and checking compulsions; a 
contamination group in which individuals reported contamination obsessions and 
washing rituals; a cluster of hoarding obsessions and compulsions; an unacceptable 
thoughts cluster characterised by various types of obsessions along with mental 
checking and other compulsions such as asking for reassurance; and finally a 
symmetry cluster which evidenced obsessions around symmetry and ordering 
compulsions.
Although the symptom presentation based approach has contributed to an increase in 
understanding and treatment of the disorder (Calamari et al, 2006), research has also 
indicated that firstly individuals may present with multiple types of obsessions and 
compulsions making it difficult to ‘group them’ and secondly specific symptoms 
subtypes have also been shown to have within group variability in presentations, 
pointing to the inadequacy of this approach (Summerfeldt et al, 1999). One such
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finding was reported by Feinstein et al (2003) who found evidence for two groups of 
OCD washers; those that feel discomfort or contamination without fears of harm and 
therefore wash/clean excessively to reduce the feeling of contamination and those that 
express specific fears of harm as a result of contamination and are more focussed on 
reducing the likelihood of the threatening consequences of being contaminated. 
Rachman (1994) also suggested three types of washing compulsions; those that arise 
from a sense of dirtiness, those that arise from a sense of ‘mental pollution’ and those 
that arise from a fear of illness.
2.3 Co-morbidity
Anxiety disorders and symptoms of anxiety are highly co-morbid with depressive 
symptoms and depressive disorders (Clark and Watson, 1991). Service users with 
OCD often report depressed mood, which is supported by research findings indicating 
that the co-morbidity between OCD and clinically significant depression can be as 
high as 25-50% (Crino and Andrews, 1996), with rates of sub-clinical depression 
possibly being even greater (Wu and Watson, 2005). The familiar observation is that 
co-morbidity is associated with greater severity of disorder (Clark, Watson, and 
Reynolds, 1995). Rowa et al. (2005) found that 89% of their sample had at least one 
co-morbid diagnosis, for the majority this being another anxiety disorder or a mood 
disorder. One explanation of the co-occurrence of anxiety and depression is the 
shared features of distress/negative affect (e.g. Clark and Watson, 1991; Mineka et a l , 
1998) and in Salkovskis’ cognitive model of OCD (discussed below) mood is seen as 
both a result of the negative appraisal of intrusions and as a predisposing factor 
increasing the range of triggering stimuli, personal significance of the intrusion and 
activating dysfunctional beliefs about the thought (Salkovskis, 1985).
2.4 Cognitive Theory of OCD
The most dominant and comprehensive psychological theoretical framework for 
obsessive compulsive symptoms is the cognitive model of OCD. Based on Beck et 
aV  s (1979) cognitive specificity hypothesis, it is assumed that OCD psychopathology 
arise from dysfunctional beliefs. Initial support for this assumption comes from
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research into the occurrence of intrusive thoughts in the general population. Studies 
have indicated that intrusive thoughts are reported by the majority of the normal 
population with estimates between 80% (Rachman and de Silva, 1978; Salkovskis and 
Harrison, 1984J and 99% (e.g. Freeston et al, 1991; Purdon and Clark, 1993). The 
intrusive thoughts experienced by non-clinical populations seem to be 
indistinguishable in form and content from those experienced by individuals with 
OCD, but they do not seem to occur in such frequency, duration or result in as much 
distress or urge to neutralise (Rachman & de Silva, 1978). Cognitive theory proposes 
that it is not the content or occurrence of obsessional thoughts but the way the person 
suffering with OCD interprets the intrusions, which make them more distressing and 
less acceptable (Calamari and Janeck, 1998). Therefore, a fundamental assumption 
forming the basis of the theory is that individuals who become distressed by obsessive 
intrusive thoughts appraise (misinterpret) them as significant and/or personally 
meaningful (e.g. Rachman, 1997, 1998; Salkovskis, 1999; Salkovskis, Richards and 
Forrester, 1995) leading to neutralization strategies, which attempt to reduce distress 
and/or prevent the worst from happening. Research has indicated that thoughts are 
more likely to become distressing obsessions if they hold significance in the 
individuals value system (Rachman, 1998), or they go against important aspects of the 
individuals sense of self (Purdon and Clark, 1999; Rowa and Purdon, 2003). Rowa 
and Purdon (2003) suggest that individuals experience a number of different intrusive 
thoughts, with only some of them being experienced as distressing. The more 
someone evaluates the thought as meaningful and required to be controlled or 
personally significant the more distressing it will be. Therefore, it can be assumed 
that the distress is strongly associated with the strength of the negative appraisal.
2.5 Appraisals of Intrusive Thoughts
An appraisal can be considered the way “in which meaning is given to a specific event 
such as the occurrence of an intrusion” (Obsessive Compulsive Cognitions Working 
Group, OCCWG, 1997, p.670). Therefore, it is an interpretation or judgement. 
Individuals suffering with OCD tend to negatively appraise their intrusive thoughts, 
and it is these appraisals that lead to anxiety or discomfort and through that the need to 
neutralise (Rachman, 1998; Salkovskis, 1989). According to cognitive models of
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OCD specific dysfunctional beliefs underlie the negative appraisal of intrusive 
thoughts (OCCWG, 1997). Beliefs were recently defined as “relatively enduring 
assumptions that are held by an individual and that are pan-situational rather than 
specific to a particular event” (OCCWG, 1997, p.670).
2.6 Specific Belief Domains Considered Relevant to OCD
Research studies have investigated the beliefs and cognitive processes believed to be 
associated with obsessive compulsive symptoms and a number of belief domains have 
appeared to be relevant. An international group of leading OCD researchers/clinicians 
formed the OCCWG and detailed a list of specific belief domains thought to be central 
to OCD aetiology and maintenance of the disorder. These included beliefs about the 
over-importance of thoughts and thought action fusion (TAF), inflated responsibility, 
overestimation of the probability and severity of threat, excessive concern about the 
importance of controlling one’s thoughts, and intolerance for uncertainty (OCCWG, 
1997). For the purpose of this thesis two belief domains will be considered: 1) 
inflated responsibility and 2) overestimation of threat/exaggerated danger 
expectancies.
2.7 Inflated Responsibility
Salkovskis’ (1985, 1989, 1999) cognitive model of OCD proposes that the appraisal of 
an intrusive thought which leads to symptoms of OCD is one involving an inflated 
sense of personal responsibility. Inflated responsibility can be defined as “the belief 
that one has power which is pivotal to bring about or prevent subjectively crucial 
negative outcomes” (OCCWG, 1997, p.677). These outcomes can be considered 
actual or at a moral level and are perceived as essential to prevent (Salkovskis et al., 
1996, cited in Salkovskis, 1999). It is hypothesised that individuals with OCD 
appraise intrusive thoughts as meaning that they are responsible for the intrusion and 
for its perceived negative outcome and that having the thought somehow makes them 
personally responsible for causing the future possible harm, and/or its prevention 
(Salkovskis, 1999). Therefore, it has been suggested that perceived inflated 
responsibility drives the person with OCD to repeatedly check or engage in other
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behaviours that serve to reduce the perceived risk which could lead to harms to 
themselves or other people (Rachman, 2002).
An example of a responsibility belief is “If I have a thought that something bad is 
going to happen, then I am responsible for stopping it from happening”. A belief such 
as this is hypothesised to lead to negative automatic thoughts (e.g. “If I don’t stop it, I 
am a bad person” or “People will think I am a bad person if they know I did not stop 
it”) and associated distress, in turn resulting in the engagement of 
neutralising/compulsive behaviour in an attempt to reduce subjective distress 
(Rachman, 1993, 2002). Therefore, the appraisal links the intrusive thought with both 
the distress and the frequency of neutralising behaviour. Repetitive reassurance 
seeking shown by many obsessional individuals is also a way of seeing the 
relationship between intrusive thoughts, the appraisal and compulsive behaviour. 
Reassurance seeking neutralises an intrusive thought in that, by reassurance seeking 
the individual is sharing the responsibility and therefore averting the possibility of 
being blamed by oneself or others. The distorted sense of responsibility embedded in 
an individual’s appraisal of the intrusive thought also leads them to try to over-control 
and suppress their thoughts, which results in pre-occupation and paradoxical 
enhancement (Salkovskis et al., 2000; Tolin et al, 2002).
Since the initial model was presented there have been various theoretical extensions. 
In 1995, Salkovkis and colleagues noted how responsibility was linked to intrusive 
thoughts by the underlying assumption that not acting in a potentially harmful 
situation is as bad as directly causing the harm. This is in line with the suggestions of 
Spranca et al. (1991), who presented the idea that the normal attribution bias, which 
asserts that one is more culpable for errors of commission than for errors of omission 
seems to be reversed in individuals suffering with OCD, so that they assert that one is 
equally to blame for errors of omission as one is for errors of commission, especially 
if one can foresee the possible harm (OCCWG, 1997). The appraisal of inflated 
responsibility is also connected to the cognitive bias, thought-action-fusion (TAF; 
Rachman, 1993; Rachman and Shafran, 1999). TAF has two components, moral TAF 
- reflecting the belief that thinking something is as morally equivalent to doing 
something and likelihood TAF - reflecting the belief that thinking something makes it
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more likely to occur (Rachman, 1993, 1997). Other authors have suggested that the 
definition of responsibility also incorporates the fear of guilt over the negative 
outcome (e.g. Mancini et al, 2004; Mancini and Gangemi, 2004a, 2004b; Shafran et 
al., 1996) and beliefs about the need to control thoughts (Clark and Purdon, 1993).
2.7.1 Research Literature Regarding the Role of Inflated Responsibility in OCD
There is an extensive body of research exploring the role of perceived inflated 
responsibility in relation to obsessive compulsive symptoms, from clinical 
observations (e.g. van Oppen & Amtz, 1994; Salkovskis, 1989; Tallis, 1994), non- 
clinical population studies (e.g. Freeston et al, 1992; Mancini et al, 2001; 2004; 
Smari et al, 2003), questionnaire based designs (e.g. Freeston et al, 1991; Rheaume 
et a l , 1995a), and experimental manipulation of responsibility beliefs (e.g., Ladouceur 
et al, 1995, 1997; Lopatka and Rachman, 1995, Mancini et al, 2004). However, 
research has displayed inconsistent findings and therefore drawn inconclusive results. 
A closer review of the research literature will follow.
A Canadian group of researchers has played a pivotal role in providing research 
exploring the relationship of inflated responsibility to obsessive compulsive 
symptoms. Freeston et al (1991) used their Cognitive Intrusions Questionnaire (CIQ) 
and provided evidence that individuals’ with OCD feel more responsible than a 
control group if the content of the thought were to come true. The same group, 
Freeston et al (1992) examined the intrusive thoughts of non-clinical participants and 
found that responsibility, guilt and disapproval (of the intrusive thought) were 
significant predictors of compulsive behaviour. Rheaume, Freeston, Dugas, Letarte 
and Ladouceur (1995a) also utilised a non-clinical population, empirically testing the 
relative importance of responsibility and perfectionism in OCD. The authors found 
that although responsibility accounted for more variance, perfectionism was still a 
significant predictor of OCD once responsibility had been partialled out. This 
possibly suggested that although the research supported the role of inflated 
responsibility in obsessive compulsive symptoms, there was also support for a more 
complex number of factors being involved, including perfectionism. During the same 
year Ladouceur et al (1995) published an empirical study investigating the link
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between different levels of perceived responsibility and checking behaviours, by 
manipulating perceived responsibility in a sample of non-clinical participants. Their 
first study showed that participants in a high perceived responsibility sound 
recognition task (compared to the low responsibility version) reported more anxiety. 
However, this did not support a link between responsibility and checking behaviour. 
In the second task high and low perceived responsibility was manipulated on a manual 
task and the high responsibility group hesitated and checked more. However, 
perceived severity of outcome was the variable most affected by the manipulation so 
the authors conclude that although the study supports the link between responsibility 
and checking behaviours, it also suggests a link between perception of danger and 
compulsive behaviour. This raises a possibility that research manipulating perceived 
levels of responsibility also influence perceptions of threat, which needs to be 
considered when critically reviewing the research literature. For example, Lopatka 
and Rachman (1995) manipulated responsibility for feared consequences in a clinical 
sample of checkers resulting in changes in symptom levels. However, they 
manipulated responsibility by providing reassurance and so were inadvertently 
varying the perception of threat. Along the same lines, Shafran (1997), with a clinical 
sample manipulated responsibility by the presence or absence of the experimenter 
during a task. The manipulation increased perceived responsibility for threat, urge to 
neutralize, discomfort, and estimated probability of threat, but not responsibility for 
thoughts and control over the threat. Notably, the level of responsibility appeared to 
affect checkers and non-checkers equally. To further explore the complexity of 
factors involved, Ladouceur, Rheame and Aublet (1997) investigated the effects of 
experimental manipulation of both personal influence and negative consequences on 
perceived responsibility and checking behaviour during a classification task. Personal 
influence and not overestimation of negative consequences was found to be the best 
predictor of responsibility.
The reader has probably noticed that much of the research has focused on a specific 
subtype of obsessive compulsive symptoms, i.e. checking behaviour. In 1993, 
Rachman suggested the importance of responsibility in OCD, hypothesizing that 
inflated responsibility would be most central for individuals with checking 
compulsions. Consequently the majority of the research (until more recently) has
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focussed on this OCD symptom presentation subgroup. However, in 1999 Salkovskis 
specifically noted that inflated responsibility exists in all subtypes of OCD and 
Salkovskis et al., (2000) found higher responsibility assumptions and appraisals 
among a heterogeneous group of obsessive compulsives, when compared to anxious 
controls and non-anxious controls. However, Mancini et al, (2001) explored the 
relationship between responsibility and obsessive compulsive symptoms (measured by 
the Padua-Inventory Revised, van Oppen et al, 1995c) in a non-clinical population, 
finding that responsibility can be considered a predictor of obsessive and compulsive 
behaviour and that this relationship was more salient for checking than for cleaning 
symptoms. Foa et al. (2001) also contributed to the debate of whether inflated 
responsibility is a general characteristic of OCD or specific to the checker subgroup 
by comparing responses to written scenarios manipulating different responsibility 
levels (high responsibility = seeing a person choking, low responsibility = seeing 
stuffing coming out of a stuffed animal, moderate responsibility = seeing nails on the 
road). Their sample included obsessive compulsives with checking concerns, non- 
anxious controls and anxious controls. The study partially supported the hypothesis 
that inflated responsibility is an important factor in OCD, with the results indicating 
that the tendency for inflated responsibility varies with the content of the situation. In 
a follow up study, Foa et al. (2002b) suggested that checkers had an inflated sense of 
perceived responsibility for harm in both the low and the moderate responsibility 
scenarios and that this perception leads to a need to rectify the potentially harmful 
situation. However, the authors also found that scenarios containing high levels of 
perceived personal responsibility for negative outcomes had the potential to trigger 
OCD-like phenomena in the checker group, the non-checker group and the non- 
anxious controls. Comparable to this, Amtz et al. (2007) manipulated either a high or 
low subjective responsibility situation involving a classification task and found that 
high personal responsibility for possible negative outcomes induces new obsessive- 
compulsive symptoms (they induced checking, hesitation and slowness) both on 
subjective and behavioural scales in OCD service users. This and the previously 
mentioned study indicate that responsibility is possibly involved in both the 
maintenance of OCD in vulnerable people (i.e. checkers) as well as potentially being 
involved in the aetiology of OCD in people who do not present with symptoms before 
manipulation tasks. Research looking at other variables has also suggested that
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vulnerability factors are involved in the aetiology of OCD, for example, Bouchard et 
al., (1999) suggested that high perfectionist tendencies could predispose individuals to 
feel a perceived sense of inflated responsibility for negative events and MacDonald 
and Davey (2005a) further explored the precise relationship inflated responsibility has 
with compulsive checking using an analogue sample. They found that inflated 
responsibility affected checking when in the context of a negative mood state.
To date, there has also been research to suggest that inflated responsibility is not 
central to understanding obsessive compulsive symptoms. For example, Emmelkamp 
and Aardema, (1999) investigated whether specific cognitive domains were linked to 
precise obsessive compulsive behaviours using responses on various questionnaires 
from a large non-clinical sample (n=305). They reported a lack of correlation between 
inflated responsibility and obsessive compulsive behaviour in all subtypes. However, 
they did find a specific link between TAF (which can be considered a component of 
inflated responsibility depending on the definition used) and washing and checking. 
Rachman et al (1995) investigated the relationship between inflated responsibility 
and OCD symptoms in a sample of college students (n across two studies = 525) by 
devising a questionnaire measuring four aspects of responsibility (responsibility for 
harm, responsibility in social contexts, a positive outlook towards responsibility, and 
TAF. They found that TAF was the only aspect that correlated with OCD symptom 
severity and concluded that inflated responsibility was not central to OCD, but may be 
specific to personally relevant situations. Wilson and Chambless (1999) with a non- 
clinical sample (n=167) examined the relationship between measures of responsibility 
and obsessive compulsive symptoms, finding support for a specific relationship, but 
this relationship was not strong, indicating that other factors are involved. More 
recently Amir et al (2001) questioned whether there is a causal link between an 
individual’s exaggerated sensitivity to negative cost and their susceptibility to fuse 
thoughts and actions or a link between thought-action fusion and inflated sense of 
responsibility. Using an analogue sample and the revised thought-action fusion 
questionnaire (TAF-R; Amir et al, 2001) they found that exaggerated ratings of 
thought-action fusion were more likely to lead to exaggerated cost ratings than vice 
versa, and that the tendency to confuse thoughts and actions may be related to the 
inflated responsibility people feel.
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In sum, despite the vast amount of research exploring the role of perceived inflated 
responsibility in obsessive compulsive symptoms, the results seem questionable and 
inconclusive. Although there does seem to be a relationship between inflated 
responsibility and OCD, the precise nature of this relationship remains unclear. It also 
remains unknown whether the inflated responsibility belief domain is pivotal across 
the subtypes or whether it has specific relevance to obsessive compulsive checkers. 
Recently several authors have pointed to methodological problems which could 
explain the inconsistency of results, including differences in the measures used, the 
definitions of constructs being investigated and how sample groupings were employed 
(e.g. Mancini et al., 2001; Wilson and Chambless, 1999).
2.8 Overestimation of Threat
Another dysfunctional belief which has been suggested to be involved in the aetiology 
and maintenance of OCD is overestimation of threat/exaggerated danger expectancies 
(i.e. beliefs about the likelihood and severity of aversive events; Carr, 1974). Threat 
has been defined as the perceived severity and probability of the occurrence of 
negative outcomes (e.g. Salkovskis, Forrester and Richards, 1998a). Cognitive 
conceptualisations hypothesise that individual’s with anxiety disorders overestimate 
the danger of feared situations as well as over predict their anxiety reactions to the 
feared circumstance (e.g. Matthews, 1990; Rachman and Bichard, 1988). Anxious 
individuals may also base their interpretations of danger on the absence of 
discontinuing evidence, rather than on the presence of risk, and on the basis of their 
interpretations of subjective feelings of anxiety rather than the objective situation 
(Amtz et al, 1995). With regard to OCD specifically, several authors have proposed 
that individuals with obsessive compulsive symptoms overestimate the probability and 
cost of aversive events (e.g. Freeston et al, 1996, Jones and Menzies, 1997a) and that 
dysfunctional beliefs involving an exaggerated sense of dangerousness of the feared 
stimuli influence the threat appraisal (Amtz et al., 1994). Danger appraisals can be 
seen in clinical observations of individuals with OCD for example, fears of disease in 
washers, fears of fire or burglary in checkers (Jones and Menzies, 1997a). Rasmussen 
and Eisen (1989) found risk aversion to be a common childhood trait among a group 
of adults with obsessive compulsive symptoms, surmising that high risk-aversion or
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caution result from high estimates of the probability of unfavourable outcomes. 
Steketee and Frost (1994) found that those who scored high on obsessive symptoms 
preferred to avoid taking even daily risks, for example, drinking out of a friend’s 
drink. Related to danger expectancies is the person’s belief about coping ability and 
low tolerance of uncertainty and anxiety. Steketee et al (1998) found that individuals 
with OCD underestimated their ability to cope with OCD-related feared negative 
events compared to normal controls and individuals with other anxiety disorders. 
Beliefs about harm may also overlap with other obsessive compulsive belief domains 
such as TAF.
2.8.1 Research Literature Regarding the Role of Overestimation of Threat in 
OCD
Compared to research into the role of inflated responsibility, few empirical studies 
have explored the role of exaggerated danger expectancies in OCD. A further contrast 
to research exploring inflated responsibility is that the majority of research using 
clinical samples investigating the role of the overestimation of threat in obsessive 
compulsive behaviour has been conducted with washers (i.e. individuals who 
experience contamination fears and engage in washing/cleaning compulsions) rather 
than checkers.
As mentioned previously research exploring the role of inflated responsibility in 
obsessive compulsive symptoms has at times reported findings which also support the 
role of exaggerated danger expectancies/risk aversion in OCD. For example, in the 
second study reported by Ladouceur et al. (1995) the perceived severity of outcome 
was the variable most affected by the manipulation so the authors concluded that the 
study supported a link between perception of danger and compulsive behaviour. 
Further, many studies manipulating responsibility were also inadvertently 
manipulating perceptions of threat and therefore appraisals of danger (e.g. Lopatka 
and Rachman, 1995; Shafran, 1997).
To date, an Australian group of clinicians/researchers has published the most research 
regarding the association of danger expectancies and OCD symptoms. Jones and
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Menzies (1997a) investigated the mediating roles of danger expectancies, 
perfectionism, anticipated anxiety, self-efficacy and responsibility in OCD, utilising a 
clinical sample of individuals presenting with hand washing behaviours/contamination 
concerns (n=27) who engaged in a behavioural avoidance test (BAT; involving 
participants putting their hands in a bin full of potting soil, animal hair, food scraps 
and raw meat). They found a significant relationship between overestimation of threat 
and obsessive compulsive symptoms, including the urge to wash. However, these 
authors used verbal questions rather than standardised questionnaires to collect 
information on participants’ danger expectancies and level of perceived responsibility, 
making the ability to generalise the results difficult. Jones and Menzies (1998a) also 
supported this finding using a BAT with a non-clinical sample who displayed washing 
behaviours/contamination concerns. However, this time the authors manipulated the 
perceived danger (i.e. they were either told that there was a possibility that they would 
pick up bacteria, which would result in serious illness or that there was no possibility 
of this). Findings suggested that responsibility ratings were not significantly related to 
OCD symptoms when the influence of danger expectancies was partialled out. 
However, this study also had the same limitations as their previous research. Menzies 
et al. (2000) investigated the association between responsibility for negative 
consequences and cost estimates (both severity of outcome and perceived likelihood 
of the outcome) in a sample of undergraduate students (n=70) by manipulating the 
wording of a questionnaire consisting of 10 scenarios (including themes of illness, 
accidents, and financial losses) to make either the participant ‘personally responsible’ 
for the negative events or ‘others responsible’. They reported data to suggest that the 
personally responsible condition resulted in individuals having greater cost/severity 
estimates for the negative outcome compared to the condition when others were 
responsible and this was true for irrespective of the type of concern (i.e. the same for 
both washing and checking concerns). The authors surmised that the results suggested 
that inflated personal responsibility seems to be important in OCD but extend this 
further by suggesting that excessive danger expectancies are the central mediating 
factor in OCD and that responsibility influences these danger expectancies.
Another group of researchers, Emmelkamp and Aardema (1999), investigated whether 
specific cognitive domains were related to specific obsessive compulsive behaviours
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(e.g. washing and checking). Their results supported the notion that specific belief 
domains were associated with specific forms of OCD, for example overestimation of 
threat was found to be related to washing, checking and precision but not rumination. 
However, inflated responsibility was not found to be central to the disorder. They also 
proposed that responsibility may be a result of meta-cognitive processing and 
dysfunctional beliefs about the danger and influence of thoughts. Recently Woods, et 
al. (2002) using both a clinical OCD sample (n=18) and a non-clinical student sample 
(n=73) measured subjective probability and severity ratings for negative events 
(specifically chosen by the participant and therefore personally salient events), as well 
as their anticipated coping ability, and accessed subjective ratings to obsessive 
compulsive symptoms. The authors found that as obsessive compulsive symptoms 
increased, severity estimation increased and perceived coping ability decreased. 
However, Taylor, et al. (2002) found that three of the belief domains including 
overestimation of threat, did not discriminate between people with OCD (n = 248) and 
anxious controls (n = 105), suggesting that overestimation of threat beliefs may not be 
unique to OCD.
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3.0 RATIONALE FOR CURRENT RESEARCH
Despite cognitive theorists sharing the same theoretical position (i.e. that within a 
cognitive framework, underlying beliefs influence how intrusive thoughts are 
appraised, which in turn results in distress and possibly compulsions) each 
conceptualisation emphasises a different belief domain in the maintenance and 
aetiology of OCD. Until recently, it appears that perceived inflated responsibility and 
overestimation of threat have, for the majority, been theorized and studied 
independently. There has been an abundance of research focussing on the role of 
inflated responsibility using OCD checkers, whilst most research supporting the 
association between overestimation of threat and OCD symptoms has used OCD 
washers. Whilst there is some evidence supporting the role of the two belief domains, 
research studies show a complex relationship between OCD, inflated responsibility 
and overestimation of threat
Further, the research literature appears to be inconsistent, and holds many limitations. 
Methodological problems such as the diversity and definitions of belief domains 
identified, the proliferation of measures (often with poor psychometric properties), the 
method of investigation (e.g. experimentally manipulated versus non-experimentally 
manipulated) and the differences in participant selection criteria used has limited the 
ability to generalise the findings (Bums et al., 1995; McKay et al., 2004; OCCWG, 
1997, 2003). In an attempt to rectify research limitations the OCCWG not only 
detailed a list of specific belief domains associated with obsessive compulsive 
symptoms but also developed and validated instmments to measure the identified 
belief domains (OCCWG, 1997, 2001, 2003, 2005), including the Obsessive Belief 
Questionnaire-87 (OBQ-87). Within this climate, some authors have also begun to 
question whether the two belief domains are inseparable (e.g. Ladoceur et al., 1995; 
Menzies et al., 2000) or that both danger and responsibility beliefs are present in all 
types of obsessions, but the closeness of the relationship between them and the target 
obsession will vary (Rheaume et al., 1995b). For example, Faull et al. (2004) 
examined the relationship between a wide range of belief domains (measured by the 
OBQ-87) and their association with OCD symptoms, using a mixed OCD clinical 
(n=18) and non-clinical (n=136) sample. They found high correlations between all
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belief domains. However, it is possible that these results reflect methodological issues 
once again, for example, they pooled both clinical and non-clinical sample data.
The author concludes that it remains unclear whether one belief domain is central to 
the disorder or whether there is a specific relationship between one belief domain and 
a certain sub-type of OCD (e.g. checkers and/or washers). Clarifying the relative 
importance of the two belief domains in obsessive compulsive symptoms is of both 
theoretical and clinical significance. A better understanding of the mechanisms 
involved in OCD may help in the development of more effective treatment 
interventions. If it is confirmed that differences between underlying belief domains 
do occur between symptom presentation subtypes of OCD, multiple OCD 
conceptualizations, as well as subtype specific treatments may be needed (McKay et 
al, 2004).
3.1 Objectives
The study aims to explore the relationship between inflated responsibility, 
exaggerated danger expectancies and obsessive compulsive symptoms. Second, it 
aims to explore the precise relationship between inflated responsibility and 
exaggerated danger expectancies with two OCD symptom based presentation 
subtypes; specifically ‘washers’ and ‘checkers’.
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3.2 Hypotheses
It is hypothesised that the two belief domains, inflated responsibility and 
overestimation of threat, will be differentially implicated in subtypes of OCD, 
specifically washing and checking. Based on the reviewed literature the specific 
hypotheses for the current study were:
1. There will be a positive relationship between both inflated responsibility and 
exaggerated danger beliefs and severity of obsessive compulsive symptoms.
2. There will be a positive relationship between the inflated responsibility belief 
domain and the checking subtype of OCD symptom presentation
3. There will be a positive relationship between the overestimation of threat belief 
domain and the washing subtype of OCD symptom presentation
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4.0 METHOD
4.1 Design
The study utilised a correlational design. A number of measures exploring both the 
severity of obsessive compulsive symptoms and participants’ beliefs about their 
intrusive thoughts were completed by participants in order to determine any 
relationship between belief domains and symptomatology.
4.2 Power Analysis
A power analysis calculation using G* Power (Erdfelder et ah 1996) where alpha was 
set at .05 and power at .80 with an effect size of 0.5, indicated that a sample size of 
128 would be adequate in terms of a reliable and valid analysis of the data. During the 
recruitment phase 135 potential participants initially contacted the researcher resulting 
in 135 sets of questionnaires being sent out. However, only 92 of these were 
completed and returned to the researcher, resulting in a response rate of 68%.
4.3 Ethical Approval
Ethical approval for the study was obtained from a local Research Ethics Committee 
(Appendix 1) and from the University of Surrey Ethics Committee (Appendix 2).
4.4 Procedure
All participants were recruited via an advertisement (Appendix 3) either in the 
newsletters and/or on the websites of charitable nationwide self-help organisations 
that exist to support individuals with OCD. Interested potential participants responded 
to the advertisement by contacting the researcher either via telephone, letter, or email. 
These individuals were then sent a covering letter (Appendix 4), an information sheet 
(Appendix 5), two copies of the consent form (one for them to keep, one for the 
researcher; Appendix 6), and a background information sheet providing demographic 
information (Appendix 7). After the participant had returned the signed consent form 
and the completed background information sheet they were sent another covering
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letter (Appendix 8) and five self-report questionnaires for completion (the 
questionnaires are listed separately below). Participants returned all paperwork 
completed during the study in stamped addressed envelopes provided. To ensure 
confidentiality no identifying details were on the questionnaires; instead all 
participants were given an identification number. Informed consent was obtained 
from all participants.
4.5 Participants
A total of 92 individuals participated in the research, 64 women (69.6%), 28 men. 
The sample had a mean age of 37.96 years (s.d 11.32) with a range of 46 years, the 
youngest participant being nineteen and the oldest sixty five. The mean number of 
years the participants had been in contact with self-help organisations was 26.29 
months (s.d 34.54) with a range of 167 months, the shortest being one month and the 
longest being one hundred and sixty eight months. Participants were also asked if 
they had received a formal diagnosis of OCD and whether they had ever had 
counselling/psychological treatment for OCD. Seventy four (80.4%) said that they 
had a diagnosis of OCD, 18 said no. Sixty one (66.3%) said that they had 
psychological treatment for OCD, 31 said they had not. Further demographic data is 
presented in Appendix 9. Overall, 94.6% considered their ethnicity as ‘White’ (82.6% 
= White, British; 5.4% White, Irish; 6.5% any other White background), 33.7% were 
in fulltime employment and 30.4% were unemployed.
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4.6 Questionnaire Measures
All participants completed the following questionnaires:
Svmvtoms o f Anxiety and Depression
Obsessive compulsive symptoms have been associated with anxiety and depression 
(Salkovskis, 1985). Two widely used and validated measures of negative affect were 
completed:
4.6.1 Beck Anxiety Inventory (BAI; Beck & Steer, 1990)
The BAI (Appendix 10) is a 21-item self report anxiety symptom checklist, which is 
rated on a 4-point severity scale (ranging from ‘not at all’ to ‘severely’) referring to 
core anxiety symptoms commonly experienced by anxious service users across 
anxiety disorders. Scores for the 21 items are self-rated for symptoms experienced 
over the past week and summed to provide a single anxiety score. The total BAI score 
ranges between 0 and 63. A score of 13 or less is classified as not anxious, a score 
between 14 and 19 is classified as mildly anxious, between 20 and 28 indicates 
moderate anxiety and a score of over 29 indicates severe anxiety. Beck and Steer 
(1990) report excellent internal consistency (Cronbach’s alphas (a) = 0.92). Sample 
items are:
Item (number) and 
Statement
NOT AT 
ALL
MILDLY 
(it did not bother 
me much)
MODERATELY 
(it was very 
unpleasant, but I 
could stand it)
SEVERELY 
(I could barely 
stand it)
(3) Wobbliness in legs
(7) Heart pounding or racing
Ref: BAI (Beck & Steer, 1990)
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4.6.2 Beck Depression Inventory -  II (BDI-II; Beck, Steer and Brown, 1996)
The BDI-II (Appendix 11) is a 21-item self report questionnaire, which measures the 
presence and severity of cognitive and somatic symptoms of depression an individual 
has experienced over the previous two weeks. Items have four response choices 
coded from 0 to 3, with higher scores reflecting higher symptom severity. Scores for 
the 21 items are summed to provide a single rating of depression. The total score on 
the BDI-II ranges between 0-63. A score of less than 9 is classified as not depressed, 
whilst a score between 10 and 18 signals mild depression, scores between 19 and 29 
indicate moderate depression and a score of 30 or over indicates severe depression. 
The reliability and stability of the BDI have been comprehensively validated and 
reviewed (Beck and Steer, 1984; Beck Steer and Garbin, 1988; Beck et al, 1996). The 
BDI-II is the latest version of the measure and is widely used with clinical and non- 
clinical populations. Excellent internal consistency has been demonstrated in college 
populations (a = 0.89; Whisman et al., 2000) and with out-patients (a = 0.90; Steer et 
al., 1999). Sample items are:
Item number 4: Loss o f Pleasure Item Number 10: Crying
0 I get as much pleasure as I ever did 
from the things I enjoy
1 I don’t enjoy things as much as I used 
to.
2 I get very little pleasure from the 
things I used to enjoy.
3 I can’t get any pleasure from the things 
I used to enjoy
0 I don’t cry anymore than I used to.
1 I cry more than I used to.
2 I cry over every little thing.
3 I feel like crying, but I can’t.
Ref: BDI-II (Beck, Steer and Brown, 1996)
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OCD Symptom Severity:
Past research has used a variety of measures of OCD symptom severity. To aid 
comparison with past research (using both clinical and non-clinical populations) two 
questionnaire measures of symptom severity were completed:
4.6.3 Obsessive Compulsive Inventory- Revised (OCI-R: Foa et al.. 2002a)
The OCI-R (Appendix 12) is a shortened version of the Obsessive Compulsive 
Inventory (OCI; Foa et al., 1998). It contains 18 items, providing a self-report 
measure of obsessive compulsive symptoms designed for use with clinical and non 
clinical samples. Each item is rated on a 5-point Likert scale (ranging from ‘not at all’ 
to ‘extremely’) according to how much the respondent has been distressed or bothered 
(during the past month) by various obsessions and compulsions. The OCI-R provides 
an overall score as well as scores on six subscales (checking, hoarding, neutralizing, 
obsessing, ordering, and washing), each comprising three items, which are summed. 
Foa et al., (2002a) used a clinical OCD sample and a sample of non anxious controls, 
reporting good internal consistency (a ranged from .81 to .93 across samples) and a 
cut off score of 21 to successfully discriminate between individuals with and without 
OCD. Hajcak et al, (2004) examined the psychometric properties in two large non- 
clinical student populations confirming the six-factor structure of the OCI-R, and 
reported excellent internal consistency for the OCI-R total score (a = 0.88 in study one 
and two), as well as moderate internal consistency for the subscales (washing a = 0.76 
in study one, a = 0.75 in study two; checking a = 0.76 in study one, a = 0.81 in study 
two; ordering a = 0.84 in study one, a = 0.88 in study two; obsessing a = 0.77 in study 
one, a = 0.81 in study two; hoarding a = 0.68 in study one, a = 0.65 in study two; and 
neutralising a = 0.61 in study one, a = 0.47 in study two). Sample items are:
Item number 8: I repeatedly check doors, windows, drawers, etc.
Item number 17:1 wash my hands more often and longer than necessary.
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4.6.4 Padua Inventory-Revised (PI-R; van Oppen et al., 1995c)
The PI-R (Appendix 13) is a 41-item self-report instrument, which is a revised version 
of the original 60-item Padua Inventory by Sanavio (1988). The PI-R measures the 
level of disturbance for both obsessions and compulsions. Each item is rated on a 
five-point likert scale according to the degree of disturbance caused by the thought or 
behaviour (ranging from 0 ‘not at all’ to 4 ‘very much’). The PI-R gives a global 
score indicating the presence of obsessive compulsive features (from 0-164), and five 
subscale scores (impulses (0-28), washing (0-40), checking (0-28), rumination (0-44), 
and precision (0-24). Research has demonstrated good internal consistency (with a 
ranging from .77-.92 across OCD, other anxiety disorders and normal population 
samples) and has supported the reliability and validity of the revised scale (Bums et 
al., 1996). The PI-R was obtained through personal communication with the authors. 
Sample items are:
Item number 2: I feel my hands are dirty when I touch money
Item number 38: I check letters carefully many times before posting them.
Belief Domains: Resvonsibilitv and Overestimation o f Threat
4.6.5 Obsessive Beliefs Ouestionnaire-87 (OBO-87: OCCWG, 1997,2001,2003, 
2005)
The OBQ-87 (Appendix 14) is an 87-item self-report measure of OCD, with six 
subscales that measure the belief domains hypothesized to be characteristic to OCD. 
The subscales include inflated responsibility, importance of thoughts, control of 
thoughts, overestimation of threat, intolerance of uncertainty, and perfectionism. 
Respondents are asked to indicate their general level of agreement with each statement 
on a 7-point scale (ranging from ‘disagree very much’ to ‘agree very much’). Higher 
scores indicate a greater strength of belief. Initial data indicate high internal 
consistency and validity using diagnosed clinical OCD, student and non-OCD anxious 
samples (Cronbach alphas ranged between .80 - .93 across samples OCCWG, 2001, 
2003). The OBQ-87 has also been shown to have good discriminative power with
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service users with OCD scoring higher than both service users with other anxiety 
disorders and normal controls (OCCWG, 2003; Sica et al., 2004). Due to the high 
inter-correlations between the OBQ-87 subscales, the OCCWG (2001) conducted an 
exploratory factor analysis using a large clinical and non-clinical sample, which 
yielded three factors (Responsibility/Threat Estimation, Perfectionism/Certainty, and 
Importance/Control of thoughts). These three factors subsequently comprised the 
OBQ-44 items. However, the OBQ-87 was used in the present research because the 
aim of the study was to investigate the specific influence of both inflated 
responsibility and overestimation of threat on OCD symptomatology, rather then their 
collective influence. This use of the OBQ-87 is noted by the OCCWG (2005). The 
OBQ-87 was obtained through personal communication with the OCCWG. Sample 
items are:
Item number 72: Harmful events will happen unless I am very careful 
Item number 77: To me, failing to prevent a disaster is as bad as causing it
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5:0 RESULTS
5.1 Overview
Before testing the specific hypotheses, descriptive statistics and preliminary analyses 
are presented in sections 5.2 and 5.3. The extent to which the sample is representative 
of the clinical OCD population is determined through a comparison with both non- 
clinical and clinical sample data, as there is an absence of established clinical cut-off 
scores on the obsessional measures for a diagnosis of OCD (with the exception of the 
OCI-R, see section 5.2.4 below).
Throughout sections 5.4, 5.5 and 5.6 each research hypothesis is examined in the 
order presented in the introduction. One participant did not complete one of their 
questionnaires (OBQ-87). Owing to list wise deletion for this missing data the sample 
size was reduced to 91 in any analysis involving this variable. Data was analysed 
using SPSS for windows (version 13). Following Field (2005) and Pallant (2003) a 
series of parametric and non-parametric correlations were applied to the data in order 
to examine the specific research questions. In section 5.7 the associations between the 
other belief domains (importance of thoughts, perfectionism, control of thoughts and 
tolerance of uncertainty) and obsessive compulsive symptoms are considered. Lastly, 
a summary of the pertinent results is presented in section 5.8.
5.2 Descriptive Statistics
5.2.1 Tests of Normality
Before conducting the analysis, data were screened to check for assumptions of 
normality. Descriptive statistics were performed on the data, producing mean scores 
and standard deviations (Table 1). Standardised scores (z scores) were calculated and 
box-plots examined to identify possible outliers. No univariate outliers were found. 
Skewness and kurtosis coefficients and the Kolmogorov-Smimov test were calculated 
to assess the normality of the data. Scores on measures of anxiety (BAI), depression
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(BDI-II) and belief domains (OBQ-87) were all normally distributed. Of the 
obsessional measures the Hoarding, Neutralizing, Washing and Obsessing subscales 
of the OCI-R together with the Impulses, Washing and Precision subscales of the PI-R 
were not normally distributed, as measured by the Kolmogorov-Smimov test and the 
skewness and kurtosis z scores, whereas, the OCI-R and PI-R Total scores were 
normally distributed (see Appendix 15). All subscales apart from the Obsessing 
subscale (from the OCI-R) were positively skewed as shown by z scores and evident 
from histograms. The positive skew is as expected (more low scores, fewer high 
scores) and does not necessarily indicate a problem with the scale, but does require the 
data to be transformed (Pallant, 2003). However, apart from the Washing subscale 
from the OCI-R and the Washing subscale from the PI-R it was not attempted to 
statistically transform these skewed subscales as they were required only for 
descriptive purposes when comparing the levels of obsessionality in the present 
sample to that of non-clinical and clinical samples. Data transformation was 
performed on the OCI-R and PI-R Washing subscales. However, their distribution 
still deviated from normality. Therefore, non-parametric tests were considered when 
these variables were involved in the data analysis.
5.2.2 Reliability Analysis
The reliability of a scale can vary depending on the sample used (Pallant, 2003). 
Reliability analysis (Cronbach’s alpha) was calculated for all questionnaires. They all 
demonstrated excellent internal consistency, ranging from 0.82 -  0.98 (Table 1).
5.2.3 Demographic Variables
Independent /-tests were conducted on all variables grouped by gender (n=92, male = 
28, female = 64). A significant difference was only found across gender for BDI-II
20 Transforming variables involves “mathematically modifying the scores using various formulas until 
the distribution is normal” (Pallant, 2003, page 78). Following the recommendations o f Field (2005) 
log transformations, square root transformations, and reciprocal transformations were applied to the 
OCI-R and PI-R Washing subscales.
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scores (see Appendix 16). This difference indicated that females scored significantly
•  • ‘7 1higher on a measure of depression than men . Independent /-tests were then
• tViconducted on all variables grouped by age (n = 92, split at the 50 percentile: lowest 
through to 36 years n = 47, 36.1 years through to highest n = 45) but no significant 
differences by age were found (Appendix 16).
5.2.4 Descriptive Statistics for Obsessional Measures
Foa et al. (2002a) recommend cut off scores for a diagnosis of OCD, suggesting that a 
total score of 21 or above on the OCI-R indicates the presence of the disorder 
(sensitivity = 65.6%; specificity =63.9%). The extent to which the sample is 
representative of the obsessional population is determined through a comparison of 
mean scores with both non-clinical and clinical (OCD) sample data (for references and 
mean scores see Table 1 below), as well as a comparison to the OCI-R Total cut off 
score suggested by Foa et al (2002)22.
The present sample evidenced higher mean scores on obsessional measures compared 
to non-clinical sample data, with the exception of the Hoarding subscale of the OCI-R 
and the Precision subscale of the PI-R. Along the same lines, Foa et al. (2002a) found 
that the Hoarding subscale of the OCI-R did not differentiate OCD subjects from non- 
anxious controls. The present sample also evidenced comparable mean scores on 
obsessional measures compared to clinical population data. As expected the current 
sample presented with a wide range of scores on both the OCI-R and PI-R (see range, 
minimum-maximum, scores in Table 1), indicating that they represent the continuum 
of obsessive compulsive symptomatology (from mild to severe). In addition, 70.7% 
obtained a score above Foa et al., (2002a) OCI-R cut off score of 21 suggesting that a 
high percentage could meet criteria for a formal diagnosis of OCD. As mentioned in 
the Method section (pi97) 80% of participants reported that they had a formal
21 Despite, the significant gender differences on a measure o f depression the data analysis was 
conducted on the whole sample. This was because the focus o f the research necessitated scores on 
depression being controlled for.
22 As mentioned above there is an absence of established cut-off scores on obsessional measures for a 
diagnosis o f OCD (with the exception o f the OCI-R).
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diagnosis of OCD. Due to the lack of published cut off data for the categorisation of 
‘checkers’ and ‘washers’ the top 2% of the distribution (as recommended by Bums et 
al, 1995) was used as a guideline to indicate how many of the present participants 
were experiencing washing or checking symptoms within the current sample. 
Following frequency counts of the distribution of the scores, eleven ‘checkers’ and 
thirteen ‘washers’ were identified. However, the author believes that the severity of 
OCD symptoms occurs along a continuum rather than an all or nothing 
characterisation. Therefore, all participants’ scores were included in the analyses to 
explore whether the separate belief domains have a relationship with checking and/or 
washing subtype presentations.
In summary, the high mean scores when compared to clinical/non clinical population 
data and the high percentage of scores above the OCI-R cut off score suggests that the 
sample was representative of an OCD population.
5.2.5 Descriptive Statistics for Mood Measures
Table 1 also shows the mean scores and standard deviations for the total sample on 
measures of depression and anxiety. Results indicate that the participants were 
suffering from anxiety and depression, with mean scores in the moderate range for 
both.
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Table 1: Descriptive Statistics for Obsessional and Mood Measures
Measure Present Research Sample Scores from 
non-clinical 
samples* 
Mean (sd)
Scores from 
clinical 
(OCD) 
samples** 
Mean (sd)
Cronbach
alpha
Total Sample 
Mean (sd)
Range
(min-max
scores)
O C I-R  (ii=92)
Hoarding .90 4.26 (4.15) 12(0-12) 4.41 (2.67) 3.67 (3.87)
Checking .87 5.15 (3.68) 12(0-12) 2.91 (2.56) 4.83 (3.86)
Ordering .93 5.50 (4.05) 12(0-12) 4.40 (3.03) 4.76 (4.00)
Neutralizing .83 3.34 (3.85) 12(0-12) 1.82 (2.20) 3.18(3.81)
Washing .91 4.35 (4.34) 12(0-12) 2.41 (2.50) 4.35 (4.31)
Obsessing .86 8.11 (3.73) 12(0-12) 2.86 (2.72) 7.23 (3.84)
OCI-R Total .87 30.90(14.84) 62 (5-67) 18.82(11.10) 28.01 (13.53)
P I-R  (n=92)
Impulses .82 7.07 (6.17) 28 (0-28) 1.3 (2.1) 5.1 (5.7)
Washing .90 13.70(12.97) 40 (0-40) 4.2 (4.8) 13.1 (11.1)
Checking .91 10.67 (7.76) 28 (0-28) 5.1 (4.8) 15.4 (7.7)
Rumination .87 23.02(10.60) 43 (1-44) 8.5 (6.4) 24.7 (9.2)
Precision .85 6.85 (6.49) 24 (0-24) 8.2 (6.1) 2.6 (3.2)
PI-R Total .93 61.27(31.46) 135 (8-143) 21.6(15.9) 66.5 (24.3)
O B Q -87 (n=91)
Tolerance for 
Uncertainty
0.98 60.44(18.04) 73 (15-88) 30.2(11.4) 54.3 (15.9)
Overestimation of 
Threat
0.98 64.58 (20.32) 83 (15-98) 24.9(10.7) 54.1 (19.2)
Control of 
Thoughts
0.98 64.78 (19.63) 81 (17-98) 29.1 (12.5) 60.7(17.2)
Importance of 
Thoughts
0.98 50.40 (22.53) 84(14-98) 21.7(9.0) 44.0(18.6)
Responsibility 0.98 71.46 (24.66) 96(16-112) 37.7(14.9) 65.7 (21.7)
Perfectionism 0.98 66.58 (27.76) 96(16-112) 36.8(16.6) 63.6 (22.6)
B D I-II (n=92) .92 25.52 (13.27) 58 (0-58) 4.7 (5.4) 16.8(10.3)
BA I (n=92) .93 22.92 (12.93) 53 (0-53) 3.9 (3.9) 16.3 (10.6)
* Source of non-clinical sample scores: OBQ-87, BAI & BDI-II: Obsessive Compulsive 
Cognitions Working Group (2003) n= 87; PI-R: van Oppen et al. (1995c) n = 430; OCI-R: 
Foa et al, (2002a) n= 477
** Source of clinical (OCD) sample scores: OBQ-87, BAI and BDI-II: Obsessive
Compulsive Cognitions Working Group (2003) n= 248; PI-R: van Oppen et al, (1995c) n = 
206; OCI-R: Foa et al, (2002a) n = 215
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5.3 Bi-variate Correlational Analysis -Total Sample
5.3.1 Preliminary Analysis: The Association Between Obsessive Belief Domains 
and Mood
Each variable specified was checked to ensure they met the assumptions necessary for 
analysis based on correlation, namely, level of measurement, normality, linearity, and
93homoscedasticity . All assumptions were met.
Pearson’s Product-Moment Correlation Coefficients were calculated to determine the 
strength24 of association between the two belief domains, and anxiety and depression 
(see Table 2 for the correlation matrix). The results indicate a significant large 
positive correlation between overestimation of threat, anxiety and depression, and a 
significant medium positive correlation between inflated responsibility, anxiety and 
depression, which is consistent with the findings of the OCCWG (2001). The 
overestimation of threat had the largest association with anxiety and depression scores 
compared to all other belief domains. The correlation between the two belief domains 
revealed a particularly significant large positive correlation (r = .745, p<0.01), 
accounting for 49% of the variance in these two variables. Therefore, one belief 
domain helps to explain nearly 50% of the variance in scores in the other belief 
domain, indicating much overlap. Also of note are the medium to large correlations 
between all the belief domains as measured by the OBQ-87 (Table 2). This is similar 
to previous findings, for example, Faull et al. (2004), OCCWG (2001, 2003) and 
Teachman (2006) also reported large correlations (ranging between 0.57 -  0.83) 
between all OBQ-87 subscales.
23 Level o f measurement should be interval or ratio (unless one independent variable is being used); 
Normality: scores on each variable should be normally distributed as indicated on histograms and z 
scores; Linearity: the relationship between two variables should be linear. Therefore, a scatter plot 
should display a rough straight line; Homoscedasticity: the variability in scores for one variable should 
be similar at all values o f another variable. Therefore a scatter plot should show a fairly even ‘cigar
shape’. (Field, 2005)
24 Cohen (1988, cited in Pallant, 2003) suggests the following guidelines when determining the 
strength o f the relationship between variables: r = (+/-) .10 to (+/-) .29 = small; r = (+/-) .30 to (+/-) .49 
= medium, r = (+/-) .50 to (+/-) 1.0 = large.
209
Volume I: Research Dossier Major Research Proiect
Multicollinearity exists when there is a strong correlation between the independent
o r
variables . The multicollinearity of the OBQ-87 subscales is likely to make
O / '
regression equations unstable (Field, 2005) . Therefore, the data could not be 
analysed in this way. To help clarify the contribution of unique variance accounted 
for by the separate belief domains, inflated responsibility and overestimation of threat, 
and obsessive compulsive symptoms, a series of partial correlations controlling for the 
other belief domains and mood (or the appropriate non-parametric test) were carried 
out on the data. Partial correlations control for the effects of other variables during a 
correlation analysis (Field, 2005).
25 This is relevant to the current research because high levels o f collinearity increases the probability 
that a good predictor of the outcome will be found non-significant and rejected from the model 
following regression analysis (a type II error). It also makes it difficult to assess the individual 
importance of a predictor (Field, 2005).
26 Field (2005) suggests that correlations between variables o f .80 - .90 indicates that the 
multicollinearity is high enough to assume that regression analyses will be unstable.
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Table 2: Correlation Matrix: OBQ-87 Belief Domains and Mood (n=91)
N egative A ffect O B Q -87 B elief D om ains
BA I B D I OT IR TU CT IT P
B A I Pearson Correlation
Sig. (2-tailed) —
B D I Pearson Correlation .538** —
Sig. (2-tailed) .000 —
O T Pearson Correlation .598** .624** —
Sig. (2-tailed) .000 .000 —
IR Pearson Correlation .358** .376** .745** —
Sig. (2-tailed) .000 .000 .000 —
TU Pearson Correlation .469** .501** .823** .765** —
Sig. (2-tailed) .000 .000 .000 .000 —
CT Pearson Correlation .455** .412** .702** .603** .661** —
Sig. (2-tailed) .000 .000 .000 .000 .000 _ _ _
IT Pearson Correlation .427** .431** .732** .667** .631** .784** —
Sig. (2-tailed) .000 .000 .000 .000 .000 .000 —
P Pearson Correlation .345** .472** .721** .696** .820** .506** .609** —
Sig. (2-tailed) .001 .000 .000 .000 .000 .000 .000 —
** Correlation is significant at the 0.01 level (2-tailed)27.
BAI: Beck Anxiety Inventory; BDI: Beck Depression Inventory-II; OBQ-87: Obsessive 
Belief Questionnaire- 87; OT: Overestimation of Threat; IR: Inflated Responsibility; TU: 
Tolerance for Uncertainty; CT: Control of Thoughts; IT: Importance of thoughts; P: 
Perfectionism.
5.4. Hypothesis 1: The Association Between Inflated Responsibility and
Overestimated of Threat, and Severity of Obsessive Compulsive Symptoms.
Hypothesis: It is predicted that there will be a positive relationship between both (1) 
inflated responsibility and (2) exaggerated danger beliefs, and severity o f obsessive 
compulsive symptoms.
1. The association between inflated responsibility and severity of obsessive 
compulsive symptoms:
The results of the zero order correlation (see the top section of Table 3) indicated a 
significant medium, positive correlation between inflated responsibility and severity 
of obsessive compulsive symptoms (as measured by the OCI-R Total and the PI-R
27 Bonferroni correction was applied to the a-level to control the overall Type I error rate due to the 
number o f  correlations carried out. Therefore the significance level was corrected to the 0.01 level.
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Total), with high levels of inflated responsibility being associated with high levels of 
obsessive compulsive symptoms.
2. The association between overestimation of threat and severity of obsessive 
compulsive symptoms:
The results of the zero order correlation (the top section of Table 3) indicated a 
significant large, positive correlation between overestimation of threat and severity of 
obsessive compulsive symptoms, with high levels of overestimation of threat being 
associated with high levels of obsessive compulsive symptoms.
The Influence o f Mediating Factors
A partial correlation was used to explore the relationship between the two belief 
domains and OCD symptoms, whilst controlling for mood (as measured by the BAI 
and BDI-II scores) and the other belief domains (as measured by the OBQ-87). The 
results are presented in the lower section of Table 3.
1. The association between inflated responsibility and severity of obsessive 
compulsive symptoms:
There was a non significant negative correlation between inflated responsibility and 
obsessive symptoms when controlling for mood and the other belief domains. An 
inspection of the zero order correlations suggested that controlling for mood and the 
other belief domains had a significant effect on the strength of the relationship, 
rendering the association between inflated responsibility and severity of obsessional 
symptoms non-significant.
2. The association between overestimation of threat and severity of obsessive 
compulsive symptoms:
The results indicated a significant small, positive partial correlation between 
overestimation of threat and severity of obsessive compulsive symptoms (as measured
2 1 2
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by the OCI-R Total r = .257, p<0.05), with high levels of overestimation of threat 
being associated with high levels of obsessive compulsive symptoms. An inspection 
of the zero order correlations (OCI-R Total r = .623, p<0.01; PI-R r = .349, p<0.01) 
suggested that controlling for mood and the other belief domains had a large effect on 
the strength of the relationship between overestimation of threat and obsessional 
symptoms. However, the partial correlation indicated that overestimation of threat 
alone explains for 6.6% of the variance in the participants scores on the OCI-R.
In summary, the above results do not support hypothesis one. The results of the 
partial correlation indicate a significant small positive association between 
overestimation of threat and obsessive compulsive symptoms, and a non-significant
negative correlation between inflated responsibility and obsessive compulsive
28symptoms .
28 Table 3 also presents the results from correlations involving the other belief domains measured by the 
OBQ-87. These results are discussed on page 219.
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Table 3: Zero Order and Partial Correlation Matrix: The Association Between 
OBQ-87 Belief Domains and Severity of OCD Symptoms (n=91)
Z ero O rder Pearson  correlations (sign ificance 1-tailed)
M easures O C I-R  T ot P I-R  Tot
O B Q  IR .439** .487**
(.000) (.000)
O B Q  O T .623** .649**
(.000) (.000)
O B Q  TU .578** .639**
(.000) (.000)
O BQ  CT .435** .436**
(.000) (.000)
O B Q  IT .384** .484**
(.000) (.000)
O B Q  P .495** .537**
(.000) (.000)
P artial correlations controlling for m ood and all other O BQ  -87 b elief dom ains
(sign ificance 1 tailed)
M easures O C I-R  Tot P I-R  Tot
O B Q  -  87 IR -.061 -.086
(.581) (.436)
O B Q - 87 OT .257* .199
(.018) (.070)
O B Q  TU .102 .248*
(.354) (.023)
O B Q  CT .058 -.125
(.600) (.258)
O B Q  IT -.140 .093
(.202) (.401)
O B Q  P .058 -.030
(.598) (.785)
* Correlation is significant at the 0.05 level. 
** Correlation is significant at the 0.01 level.
OBQ-87: Obsessive Belief Questionnaire- 87; OT: Overestimation of Threat; IR: Inflated 
Responsibility; TU: Tolerance for Uncertainty; CT: Control of Thoughts; IT: Importance of 
thoughts; P: Perfectionism. OCI-R Tot: Obsessive Compulsive Inventory- Revised Total 
score; PI-R Tot: Padua Inventory-Revised Total score.
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5.5 Hypothesis 2: The Association Between Inflated Responsibility and 
OCD Symptom Subtype Presentation (Checking and Washing)
Hypothesis: It is predicted that there will be a positive relationship between the 
inflated responsibility belief domain and the checking subtype o f OCD symptom 
presentation
As discussed previously, the scores on the OCI-R and PI-R Washing subscales of the 
OBQ-87 were not normally distributed. Therefore, when these variables were 
involved in the initial analysis an alternative non-parametric test was used 
(Spearman’s Rank Order Correlation).
1. The association between inflated responsibility and the checking OCD 
symptom subtype presentation:
The results of the zero order correlation (the top section of Table 4) indicated a 
significant medium, positive correlation between inflated responsibility and checking 
symptoms (as measured by the OCI-R Checking subscale and the PI-R Checking 
subscale), with high levels of inflated responsibility being associated with high levels 
of obsessive compulsive checking symptoms
2. The association between inflated responsibility and the washing OCD 
symptom subtype presentation:
The result of the Spearman’s Rank Order correlation (the top section of Table 4) 
indicated a non significant correlation between inflated responsibility and washing 
symptoms (as measured by the OCI-R and the PI-R Washing subscales).
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Table 4: Parametric and Non-Parametric Correlation Matrix: The Association 
Between Belief Domains and OCD Subtype Symptom Presentations (washing 
and checking) (n=91)
Param etric test: Z ero O rder  
Pearson correlations  
(sign ificance 1 tailed)
N on-P aram etric Test: 
Spearm an’s R an k  O rder  
C orrelation  
(sign ificance 1 tailed)
M easures O C I-R  C P I-R  C O C I-R  W P I-R  W
O B Q  IR .330** .393** .046 .125
(.001) (.000) (.332) (.118)
O B Q  OT .461** .483** .196* .226*
(.000) (.000) (.031) (.016)
O B Q  TU .389** 487** .107 .203*
(.000) (.000) (.156) (.027)
O B Q  CT .220* .234** -.026 .016
(.018) (.013) (.405) (.440)
O B Q  IT .189* .215* .123 .166
(.037) (.020) (.124) (.058)
O B Q  P .239** 390** .074 .142
(.011) (.000) (.242) (.089)
Partial correlations controllin g for m ood and all other O B Q  -87 b elief dom ains
(sign ificance 1 tailed)
M easures O C I-R  W P I-R  W O C I-R  C P I-R  C
O B Q  -  87 IR .055 .048
(.309) (.334)
O B Q - 87 O T .197* .140 .309** .236*
(.036) (.102) (.002) (.015)
O B Q  TU .132 .171
(.116) (.060)
O B Q  CT -.094 -.098
(.197) (.187)
O B Q  IT -.137 -.153
(.108) (.082)
O B Q  P -.189 -.032
(.043) (.386)
** Correlation is significant at the 0.01 level 
* Correlation is significant at the 0.05 level
OBQ-87: Obsessive Belief Questionnaire- 87; OT: Overestimation of Threat; IR: Inflated 
Responsibility; TU: Tolerance for Uncertainty; CT: Control of Thoughts; IT: Importance of 
thoughts; P: Perfectionism. OCI-R: Obsessive Compulsive Inventory- Revised Washing 
subscale score; PI-R: Padua Inventory-Revised; W: Washing subscale score; C: Checking 
subscale score.
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The Influence o f Mediating Factors
1. The association between inflated responsibility and the checking OCD
symptom subtype presentation:
A partial correlation was used to explore the relationship between the inflated 
responsibility belief domain, and the checking symptom subtype presentation, whilst 
controlling for mood and the other belief domains. The results are presented in the
lower section of Table 4. Once mood and the other belief domains had been
controlled for no correlation between inflated responsibility and checking symptoms 
of OCD were significant.
2. The association between inflated responsibility and the washing OCD
symptom subtype presentation:
A partial correlation between inflated responsibility and washing symptoms was not 
calculated because of the non-normal distribution of the washing subscales of the PI-R 
and OCI-R29. The author was not concerned about excluding this analysis because the 
Spearman’s Rank Order correlation had not revealed a significant relationship when 
the effect of mood and the other belief domains was not controlled for. In case the 
author was missing an important association because of the less powerful non- 
parametric test used, a parametric Pearson’s Product correlation was conducted on the 
data (see Appendix 17). This confirmed the non-significant association between 
inflated responsibility and washing symptoms.
In contrast to hypothesis two, the results suggest that inflated responsibility alone does 
not have an association with the checking subtype of OCD symptom presentation.
29 This decision was made because as far as the author knows there is not a non parametric option, which allows a correlation 
between two variables, whilst controlling for other variables.
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5.6 Hypothesis 3: The Association Between Overestimation of Threat and 
OCD Symptom Subtype Presentation (Checking and Washing).
Hypothesis: It is predicted that there will be a positive relationship between the 
overestimation o f threat belief domain and the washing subtype o f OCD symptom 
presentation
1. The association between overestimation of threat and the checking OCD 
symptom subtype presentation:
The results of the zero order correlation (the top section of Table 4) indicated a 
significant medium, positive correlation between overestimation of threat and 
checking symptoms (as measured by the OCI-R Checking subscale and the PI-R 
Checking subscale), with high levels of overestimation of threat being associated with 
high levels of obsessive compulsive checking symptoms
2. The association between overestimation of threat and the washing OCD 
symptom subtype presentation:
The result of the Spearman’s Rank Order correlation (the top section of Table 4) 
indicated a significant small positive correlation between inflated responsibility and 
washing symptoms (as measured by the OCI-R and the PI-R Washing subscales).
The Influence o f Mediating Factors
1. The association between overestimation of threat and the checking OCD 
symptom subtype presentation:
A partial correlation was used to explore the relationship between the overestimation 
of threat belief domain, and the checking OCD symptom subtype presentation, whilst 
controlling for mood and the other belief domains. The results are presented in the 
lower section of Table 4. Although slightly diminished, the results indicated a 
significant small to medium, positive correlation between overestimation of threat and
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the checking symptom presentation (OCI-R r = .309, p< 0.01; PI-R r = .236, p< 0.05), 
with higher levels of overestimation of threat being associated with higher levels of 
obsessive compulsive checking symptoms. In terms of variance, overestimation of 
threat accounted for between 5.6 -  9.5% of the variance in the checking subscales of 
the PI-R and OCI-R.
2. The association between overestimation of threat and the washing OCD 
symptom subtype presentation:
Despite the non-normal distribution of the PI-R and OCI-R Washing subscales the 
author calculated a parametric partial correlation between the overestimation of threat 
belief domain and the washing OCD symptom subtype presentation, whilst controlling
• • o n  #for mood and the other belief domains . When measured by the PI-R Washing 
subscale the partial correlation between overestimation of threat and OCD washing 
symptom subtype presentation was considerably less (almost half), and lost its 
significance, compared to the correlation between these variables when the effect of 
mood and the other belief domains was not controlled for. In contrast, when washing 
symptoms was measured by the OCI-R the results of the partial correlation indicated a 
significant small, positive correlation (OCI-R washing r = .197, p< 0.05). In terms of 
variance, overestimation of threat alone accounted for 3.9% of the variance in the 
washing subscale of the OCI-R.
Based on previous research the hypothesis was that overestimation of threat would 
have a significant correlation with the washing OCD symptom subtype presentation. 
When measured by the OCI-R Washing subscale, the hypothesis was supported. 
However, due to the non-normal distribution of the washing scales this result should 
be interpreted with caution. In contrast to the hypothesis the results suggest a
30 The author considered this decision at great length. The decision was made because 1) as far as the author knows there is not
a non parametric option, which conducts "a correlation between two variables, whilst controlling for other variables and 2) the
result of a parametric correlation between the two variables was very similar to the spearman’s rank order result (see Appendix
17) 3) the author felt that the positive correlation between the two variables when mood and the other belief domains were not 
?
partialled out, indicated that possibly the partial correlation would reveal a unique relationship between overestimation of threat 
and washing symptoms.
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significant positive correlation between overestimation of threat and checking OCD 
symptoms.
5.7 Additional Analyses: Associations Between Other Belief Domains and 
Obsessive Compulsive Symptoms
A partial correlation revealed a small, positive association between the belief domain 
tolerance for uncertainty and severity of obsessive compulsive symptoms, as 
measured by the PI-R-Total score (r = .248, p< 0.05; see Table 3). No other belief 
domains (apart from overestimation of threat) had a significant correlation with OCD 
symptoms.
No belief domains (other than overestimation of threat) had significant partial 
correlations with checking or washing OCD symptoms.
5.8 Summary of Results
Participants in the study had high mean scores on measures of obsessive compulsive 
symptoms when compared to those obtained from non-clinical and clinical 
populations. There was also a high percentage (71%) of participants who scored 
above the OCI-R cut off score (suggested by Foa et al, 2002a) to indicate the 
presence of OCD. Therefore, it was felt that the sample was representative of an OCD 
population. Results also indicated that the participants were suffering from anxiety 
and depression, within the moderate range, with women having significantly higher 
scores than men on a measure of depression. No differences were found when the 
sample was split by age.
The results indicated significant positive correlations between overestimation of 
threat, inflated responsibility, anxiety and depression, suggesting that they accounted 
for a large amount of the variance in each other. Also of note were the significant 
positive correlations between all the belief domains as measured by the OBQ-87.
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The results partially supported the first hypothesis of the study (that there would be a 
positive correlation between overestimation of threat and inflated responsibility, and 
the severity of obsessive compulsive symptoms). When controlling for anxiety, 
depression and the other belief domains the results of a partial correlation indicated a 
significant positive association between overestimation of threat and obsessive 
compulsive symptoms (as measured by the OCI-R Total score), but a non-significant 
negative correlation between inflated responsibility and obsessive compulsive 
symptoms. A partial correlation also revealed a significant association between 
tolerance for uncertainty and obsessive compulsive symptoms (as measured by the PI- 
R-Total score).
The results did not support the second hypothesis (that inflated responsibility would 
have a positive correlation with the checking OCD subtype presentation). In contrast 
to the prediction, the results of a partial correlation (controlling for anxiety, depression 
and the other belief domains) suggested that inflated responsibility alone does not 
have an association with the checking subtype of OCD symptom presentation.
The results partially supported the third hypothesis (that overestimation of threat 
would have a significant correlation with the washing OCD subtype presentation). 
When measured by the OCI-R Washing subscale, a significant association was found 
between overestimation of threat and washing symptoms. However, due to the non­
normal distribution of the washing scales this result should be interpreted with 
caution. In contrast to the hypothesis the results suggest a significant positive 
correlation between overestimation of threat and checking OCD symptoms.
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6.0 DISCUSSION
6.1 Overview
The aim of the current study was to investigate the relationship between two belief 
domains considered important in the aetiology and maintenance of OCD (inflated 
responsibility and overestimation of threat) and the severity of obsessive compulsive 
symptoms. In addition this study also aimed to explore the precise relationship 
between the two belief domains and two OCD symptom subtype presentations 
(checking and washing).
The discussion will begin in section 6.2 with a presentation of the severity of anxiety, 
depression and obsessive compulsive symptoms in the current sample and then in 
section 6.3 the relationship between the two belief domains, anxiety and depression 
will be considered. In sections 6.4 to 6.6 a summary and interpretation of the main 
findings for each of the specific hypotheses will be presented, together with 
reflections from relevant clinical and non-clinical research literature. In section 6.7 a 
discussion regarding the influence of other belief domains in OCD symptoms will be 
presented, followed by an extended discussion in section 6.8 regarding whether 
overestimation of threat can be considered to have a specific relationship with OCD or 
a general association with all anxiety related disorders. In section 7.0 a critique of the 
study, including consideration of using a non-clinical sample, and cultural and ethical 
issues, alongside ideas for future research is presented. In section 8.0 the clinical 
implications of the present research findings are discussed. Lastly, section 9.0 
provides concluding remarks regarding the research project.
6.2 Severity of Obsessive Compulsive Symptoms, Anxiety and Depression
Results show that participants were representative of an obsessional population. 
Participants displayed high mean scores on two measures of obsessive compulsive 
symptoms when compared to those obtained from non-clinical and clinical sample 
data. 71% of the present sample also scored at/above the OCI-R cut off score 
suggested by Foa et al. (2002a) indicating the presence of obsessive compulsive 
symptoms, and approximately 80% said that they had a formal diagnosis of OCD. In
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addition, the sample suffered from symptoms of anxiety and depression within the 
moderate range, with women being significantly more depressed than men. This is 
consistent with research indicating that anxiety disorders and symptoms of anxiety are 
highly co-morbid with depressive symptoms and depressive disorders (Clark and 
Watson, 1991; Crino and Andrews, 1996). Research has also suggested high co­
morbidity between OCD and clinically significant depression (e.g. Abramowtiz et al, 
2007; Mineka et al., 1998; Woody et al., 1995). Although co-morbidity rates differ 
between research studies, possibly due to differences in methodology and sampling 
(Abramowtiz et al, 2007), the overall trend suggests that between 25-50% of OCD 
sufferers also experience major depressive disorder (e.g. Crino and Andrews, 1996).
One explanation of the co-occurrence of anxiety and depression is the shared features 
of distress/negative affect (e.g. Mineka et al., 1998) and in the cognitive model of 
OCD mood is seen as both a result of the negative appraisal of intrusions and as a 
predisposing factor (Salkovskis, 1985). This highlights the reciprocal relationship 
between mood and obsessions (Reynolds and Salkovskis, 1992).
6.3 The Association Between Obsessive Belief Domains, and Symptoms of 
Anxiety and Depression
The results indicate a significant medium to large positive relationship between the 
two belief domains (overestimation of threat and inflated responsibility), and anxiety 
and depression, suggesting that they account for a large amount of variance in each 
other. The OCCWG (2001) also found moderate to high correlations between belief 
domains and negative mood. In addition the present study found a medium to strong 
relationship between all the belief domains as measured by the OBQ-87, which 
indicates that the different belief domains are highly inter-correlated. The inter­
correlation between the six belief domains was expected. Members of the OCCWG 
(Steketee et al., 1998; OCCWG, 2001), Freeston et ah, 1996, and Faull et al (2004) 
all report a large correlation between the OBQ-87 scales, which is not surprising due 
to the fact that they are all hypothesised to be significant in OCD (OCCWG, 2001). It 
was this very overlap which resulted in the constructs being collapsed following an 
exploratory factor analysis conducted by the OCCWG (2005). Three factors emerged
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involving a combined responsibility/threat estimation factor, a perfectionism/certainty 
factor, and an importance/control of thoughts factor, which comprised the shorter 
OBQ-44 scale. However, Abramowitz et al. (2006) used the OBQ-44 and found that 
the three subscales remained highly inter-correlated. As described in the introduction 
the OBQ-87 was used following the suggestions of the authors (OCCWG, 2005). 
This allowed the examination of the specific association between the two 
hypothesised belief domains and obsessive compulsive symptoms.
Similar to Faull et al, (2004), Abramowitz et al, (2006) and following the suggestions 
made by Field (2005) a regression analysis was not conducted because the size of the 
inter-correlations between the separate variables was likely to obscure any results.
6.4 Hypothesis 1
It is predicted that there will be a positive relationship between both inflated 
responsibility and exaggerated danger beliefs and severity o f obsessive compulsive
symptoms.
The first hypothesis was partially supported. When controlling for anxiety, depression 
and the other belief domains the results indicated a significant positive relationship 
between overestimation of threat and severity of obsessive compulsive symptoms, but 
a non-significant relationship between inflated responsibility and obsessive 
compulsive symptoms. The results of the data analysis suggested that controlling for 
mood and the other belief domains had a striking effect on the strength of the 
relationship between inflated responsibility and obsessional symptoms (resulting in a 
negative correlation). However, overestimation of threat alone explained 6.6% of the 
variance in the participant’s scores on the OCI-R.
As was summarised in the introduction, there is an extensive body of research 
exploring the role of perceived inflated responsibility in relation to obsessive 
compulsive symptoms, from clinical observations (e.g. van Oppen & Amtz, 1994), 
non-clinical population studies (e.g. Mancini et al., 2001), questionnaire based designs 
(e.g. Freeston et al., 1991), and experimental manipulation (e.g., Ladouceur et al,
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1997). However, as mentioned in the introduction, (although smaller in amount) 
research studies have also reported findings which support the role of exaggerated 
danger expectancies in OCD (e.g. Jones and Menzies, 1997a). For example, in the 
second study reported by Ladouceur et al. (1995) the perceived severity of outcome 
was the variable most affected by the manipulation so the authors concluded that the 
study supported a link between perception of danger and compulsive behaviour. 
Menzies et al. (2000) investigated the association between responsibility for negative 
consequences and cost estimates (both severity of outcome and perceived likelihood 
of the outcome) in a sample of undergraduate students (n=70) by manipulating the 
wording of a questionnaire consisting of 10 scenarios (including themes of illness, 
accidents and financial losses) to make either the participant ‘personally responsible’ 
for the negative events or ‘others responsible’. They reported data to suggest that the 
personally responsible condition resulted in individuals having greater cost/severity 
estimates for the negative outcome compared to the condition when others were 
responsible and this was true for irrespective of the type of concern. Menzies et al. 
(2000) surmised that overestimation of threat was the central mediating factor in OCD 
(and that responsibility influenced these danger expectancies).
These results are contrary to Salkovskis’ (1999) and Salkovskis et aV s (2000) 
suggestion that responsibility appraisals are central to the maintenance of OCD. One 
interpretation of the present results (i.e. the lack of association between inflated 
responsibility and obsessive compulsive symptoms) is that past studies which have 
found support for a relationship between inflated responsibility and OCD symptoms 
are flawed on methodological grounds. For example, as discussed in the introduction 
many studies manipulating responsibility were also inadvertently manipulating 
perceptions of threat and therefore appraisals of danger (e.g. Lopatka and Rachman, 
1995; Shafran, 1997). The fact that studies did not partial out the effects of threat 
estimation on inflated responsibility beliefs could have in turn seemingly elevated the 
association between responsibility and OCD symptoms. This will be discussed further 
on page 225, and suggests that more rigorous research is required.
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6.5 Hypothesis 2
It is predicted that there will be a positive relationship between the inflated 
responsibility belief domain and the checking subtype o f OCD symptom
presentation
The results did not support the second hypothesis. In contrast to the prediction, the 
results of a partial correlation (controlling for anxiety, depression and the other belief 
domains) suggested that inflated responsibility alone does not have a relationship with 
the checking subtype of OCD symptom presentation in the current sample. This is in 
opposition to the large amount of research, which has provided evidence for a specific 
role of responsibility in OCD checkers (e.g. Foa et al, 2001, 2002b).
However, in support of the present results, other studies have questioned the extent 
responsibility beliefs are influential in the checking subtype of OCD symptom 
presentation. For example, Mancini et al (2001) explored the relationship between 
responsibility and obsessive compulsive symptoms (measured by the PI-R) in a non- 
clinical population, finding that responsibility can be considered a predictor of 
obsessive compulsive behaviour and that this relationship was more salient for 
checking than for cleaning symptoms. However, the relationship was not strong and 
the authors questioned the possible existence of other factors in the maintenance of the 
disorder, such as overestimation of threat. Similar to the current study, Tolin et al., 
(2003) used the OBQ-87 and OCI-R and also found that responsibility did not emerge 
as an independent predictor of obsessive compulsive symptoms, and Emmelkamp and 
Aardema (1999), investigated whether specific cognitive domains were related to 
specific obsessive compulsive behaviours (e.g. washing and checking). Inflated 
responsibility was not found to be central to the disorder.
Parallel to the interpretation discussed above (hypothesis one), a possible explanation 
of the current findings is that because of the large correlation between responsibility 
and threat estimation the studies exploring responsibility are also inadvertently 
examining overestimation of threat, which when unmeasured and not controlled for, is 
influencing results. For example, Wilson and Chambless (1999) presented results
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suggesting that responsibility was equally relevant for checking and washing. 
However, this study only measured for one belief domain on the OBQ-87 (the 
responsibility scale) and therefore did not control for the influence of other belief 
domains. Differences in findings may also be because of the diversity of research 
methods used, for example, experimentally manipulated versus non-experimental 
methods or the use of standardised questionnaires versus the use of verbal responses 
to questions asked during experimental manipulations. This diversity of applied 
methods also limits the direct comparison with the present study. For example, Amtz 
et al., (2007) recently manipulated high and low responsibility situations using a 
clinical OCD sample (n=27), non-OCD anxiety controls (n=37) and a non-clinical 
sample (n=28). The experiment involved asking the participants to sort coloured pills, 
with instructions varying the level of responsibility placed upon them during the task. 
Participants used visual analogue scales to rate both danger estimations and 
responsibility. They found higher OCD-like checking behaviours in the OCD clinical 
sample, potentially supporting a role of responsibility. However, ratings on visual 
analogue scales cannot be directly compared to questionnaire based designs and any 
results have to consider the potential effects of other variables not measured or 
controlled for. It is also possible that other variables not measured during the present 
research were involved in mediating the relationship between inflated responsibility 
and OCD symptoms. For example, MacDonald and Davey (2005a) explored the 
precise relationship between inflated responsibility and compulsive checking using an 
analogue sample. They reported that inflated responsibility affected checking when in 
the context of a negative mood state. Their ‘mood-as-input hypothesis’ predicts that 
an individual’s interpretation of their mood rather than their mood per se has 
implications for checking behaviour and that individuals presenting with OCD 
checking symptoms commence and terminate checking tasks according to strict rules. 
One such rule is suggested to be the ‘as many as can’ stop rule, which suggests that 
individuals will continue checking until they are sure they have completed the task 
properly. However, their negative mood tells them they are not satisfied with their 
performance and so they persist for longer (MacDonald and Davey, 2005b). Although 
in the present study negative effect was measured and controlled for, it remains 
unknown how participants interpreted their mood state and whether this influenced 
their compulsive behaviour.
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In an analysis of two large OCD clinical samples (Calamari et al, 2006, n = 367; 
Taylor et al, 2006, n = 244), findings indicated a high and low OCD belief grouping 
(assessed by the OBQ-44), which highlighted that a substantial proportion of 
individuals with OCD did not report elevated personal responsibility, threat 
estimation, perfectionism, intolerance of uncertainty or over importance and over 
control of thoughts belief domains. The authors surmise that there is either a possible 
group of OCD sufferers in which dysfunctional beliefs (as measured by the available 
measures) do not play a role in the maintenance of their symptoms, or other belief 
domains are involved but as yet are not included in the OBQ. Therefore, another 
interpretation of the present findings is that the present sample did not report elevated 
responsibility beliefs as assessed by the OBQ-87. In addition, there is also the 
possibility that the OBQ-87 responsibility scale is not measuring all elements of 
inflated responsibility, for example, Bouchard et al., (1999) suggested that high 
perfectionist tendencies could predispose individuals to feel a perceived sense of 
inflated responsibility for negative events and Mancini and Gangemi (2004a), as well 
as Shafran et al, (1996) suggested that a definition of responsibility should also 
incorporate the fear of guilt over the possible negative outcome.
6.6 Hypothesis 3
It is predicted that there will be a positive relationship between the overestimation o f  
threat belief domain and the washing subtype o f OCD symptom presentation
The results partially supported the third hypothesis. When measured by the OCI-R 
Washing subscale the results of a partial correlation (controlling for anxiety, 
depression and the other belief domains) suggested that overestimation of threat has a 
significant relationship with the washing subtype of OCD symptom presentation. 
However, this result needs to be interpreted with caution because the OCI-R washing 
subscale was not normally distributed. In addition, the results indicated a significant 
relationship between overestimation of threat and checking OCD symptoms. In terms 
of variance, overestimation of threat accounted for between 5.6 -  9.5% of the variance
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in the checking subscales of the PI-R and OCI-R. This suggests that even when 
controlling for anxiety, depression and the other belief domains, threat estimation has 
a specific relationship with checking which is independent of other possible mediating 
influences measured in this study. These results will be discussed further in the 
sections below.
Overestimation o f Threat and the Washing Svmvtom Presentation
Clinically, contamination fears and washing compulsions are the second commonest 
form of OCD, exceeded only by compulsive checking (Rachman, 2004). 
“Contamination is an intense and persisting feeling of having been polluted or infected 
or endangered as a result of contact, direct or indirect, with a person/place/object that 
is perceived to be soiled, impure, infectious or harmful” (Rachman, 2004, p. 1229). In 
support of the tentative finding of the current study, Tolin et al. (2003) using a non- 
clinical sample found that after controlling for negative mood, overestimation of threat 
(as measured by the OBQ-87) significantly predicted washing symptoms (as measured 
by the OCI-R Washing subscale). Jones and Menzies (1997a) utilising a clinical 
sample (who engaged in a BAT) also found a significant relationship between 
overestimation of threat and obsessive compulsive symptoms, including the urge to 
wash. However, because of the difference in methodology used in the Jones and 
Menzies (1997a) study (they used verbal rating scores to specific questions asked 
during the experiment) it is difficult to directly compare the results.
However, due to the non-normal distribution of the washing subscales of the PI-R and 
OCI-R it is not possible to wholly interpret the findings in the present study. If the 
findings are considered unsound it is possible that research reporting differences 
within the washing subtype symptom presentation can provide an explanation for the 
inconsistencies within the research. For example, Feinstein et al. (2003) found 
evidence for two groups of OCD washers: those that feel discomfort or contamination 
without fears of harm and therefore wash/clean excessively to reduce the feeling of 
contamination; and those that express specific fears of harm as a result of 
contamination and are more focussed on reducing the likelihood of the threatening 
consequences of being contaminated. Rachman (1994) also suggested three types of
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washing compulsions; those that arise from a sense of dirtiness, those that arise from a 
sense of ‘mental pollution’ and those that arise from a fear of illness. Tallis (1996) 
suggested a further subtype of washing behaviour, attributable to the personality trait 
of perfectionism. This highlights the findings of Calamari et al. (2006) and Taylor et 
al. (2006) once again, that there is either a group of OCD sufferers in which 
dysfunctional beliefs (as measured by the available measures) do not play a role in the 
maintenance of their symptoms, or other belief domains are involved but as yet are not 
included in the OBQ, for example, with regards to washing symptomology, disgust 
sensitivity may be a factor influencing both appraisal and compulsive behaviour (e.g. 
Thorpe et al., 2003).
Overestimation o f Threat and the Checkins Svmvtom Presentation
In support of the present findings, Tolin et al. (2003) found that after controlling for 
depression and anxiety, threat estimation (as measured by the OBQ-87) significantly 
predicted different OCD symptom presentation subtypes (as measured by the OCI-R), 
including checking. Emmelkamp and Aardema (1999), investigated whether specific 
cognitive domains were related to specific obsessive compulsive behaviours (e.g. 
washing and checking). Their results supported the notion that specific belief 
domains were associated with specific forms of OCD, for example overestimation of 
threat was found to be related to washing and checking.
Rachman (2002) formulated a specific cognitive theory of compulsive checking, 
arguing that the product of perceived responsibility x perceived probability o f harm x 
perceived seriousness o f harm determines intensity and duration of checking. 
However, Rachman also stated that inflated responsibility leads to increased threat 
estimation. In contrast to this prediction, the present study suggests that threat 
estimation is more intrinsically involved in checking behaviour than responsibility. 
Once again, one interpretation of the finding is the possibility that research 
manipulating perceived levels of responsibility (and providing support for the role of 
responsibility in mediating checking symptoms) also influence perceptions of threat. 
For example, Lopatka and Rachman (1995) manipulated responsibility for feared 
consequences in a clinical sample of checkers resulting in changes in symptom levels.
230
Volume I: Research Dossier Major Research Project
However, they manipulated responsibility by providing reassurance and so were 
inadvertently varying the perception of threat. Along the same lines, Shafran (1997), 
with a clinical sample, manipulated responsibility by the presence or absence of the 
experimenter during a task. The manipulation increased perceived responsibility for 
threat, urge to neutralize, discomfort, and estimated probability of threat, but not 
responsibility for thoughts and control over the threat. Another interpretation is that 
research obtains different results depending on what measures and variables are 
manipulated/collated, for example, Ladouceur et al. (1997) split the definition of 
inflated responsibility into two related cognitive distortions, personal influence and 
potential negative consequences (severity and probability) and experimentally 
manipulated both. Interestingly, although at a subjective level they found personal 
influence was a better predictor of perceived responsibility (than overestimation of 
negative consequences), they found that on behavioural variables, negative 
consequences appeared to be sufficient to produce checking behaviour.
6.7 Other Belief Domains
The partial correlations calculated in the current research also identified a significant 
positive association between tolerance of uncertainty and OCD symptoms (according 
the PI-R total score). Tolerance of uncertainty is considered influential in the 
development and maintenance of obsessive compulsive symptoms because individuals 
with OCD have reported difficulty with tolerating uncertainty or ambiguity (Carr, 
1974), and have difficulty making decisions. The OCCWG (1997) questioned how 
the intolerance for uncertainty belief domain related to other dysfunctional beliefs. 
One interpretation of the present result is that the tolerance of uncertainty belief 
domain has theoretical links with overestimation of threat, for example, an individual 
who tends to overestimate the threat in a situation may do so to relieve their distress 
due to the uncertainty / ambiguity within it. In support of this interpretation is the 
finding that these two belief domains (as compared to their relationships with other 
belief domains) revealed the highest correlation showing a particularly significant 
large positive correlation. In fact one belief domain helped to explain 68% of the 
variance in scores in the other belief domain.
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6.8 Are the Belief Domains (Especially Overestimatlon of Threat) Specific to 
OCD or Common Across Anxiety Disorders?
The question regarding whether the dysfunctional beliefs identified by the OCCWG 
are specific to OCD as compared to common across all anxiety disorders has been an 
area of debate, but has received less empirical study (Tolin et al. 2006). The current 
research found that even after negative affect was partialled out, overestimation of 
threat had a significant relationship with general OCD symptoms, the checking 
subtype symptom presentation, and possibly the washing subtype symptom 
presentation. However, also of note was that overestimation of threat had the greatest 
association with anxiety and depression scores compared to the other belief domains. 
This could be consistent with broader cognitive conceptualisations involving 
overestimation of threat, which hypothesise that perceived danger and threat 
estimations are general to all anxiety disorders (e.g. Ladouceur et al, 1995).
Within the literature there seems to be inconsistencies in results and opinions. 
Supporting the specificity of obsessive beliefs for OCD, the OCCWG (2001) results 
indicated that individuals with OCD scored higher on all OBQ-87 subscales 
(including inflated responsibility and overestimation of threat) except perfectionism 
when compared to anxious controls. However, the anxious control sample size was 
modest (n=12). In addition, Taylor, et al. (2002) found that three of the belief 
domains (tolerance of uncertainty, overestimation of threat and perfectionism) did not 
discriminate between people with OCD (n = 248) and anxious controls (n = 105), 
suggesting that these beliefs may not be unique to OCD, whereas responsibility 
possibly is. In a later study, the OCCWG (2005), using the OBQ-44, found that 
individuals with OCD scored significantly higher than anxious controls on 
responsibility/threat estimation and importance/control of thoughts. However, 
symptoms of anxiety and depression were not controlled for during the data analysis. 
To add to the debate Tolin et al. (2006) examined whether specific belief domains 
would be unique to individuals with OCD (n = 89) when compared to anxious 
controls (n = 72) and non clinical controls (n = 33) (using both the OBQ-87 and the 
OBQ-44), whilst controlling for general symptoms of anxiety and depression. 
Interestingly, when not controlling for depression or anxiety they found that OCD
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patients scored higher on all OBQ-87 subscales except responsibility when compared 
to anxious controls and non clinical control groups. However, when using the OBQ- 
44, they did not find that the responsibility/threat estimation subscale differentiated 
between OCD and anxious control groups. When controlling for depression and 
anxiety only the control of thoughts from the OBQ-87 (and none from the OBQ-44) 
differed between OCD and anxious control groups.
In two studies exploring the relationship between obsessive belief and specific OCD 
symptom subtypes, Tolin et al., (2003; 2005) found that responsibility was the only 
OBQ-87 subscale that predicted no symptoms, with overestimation of threat OBQ 
subscale significantly predicting washing, checking, and mental neutralizing. 
However, in the OCCWG (2005) study the responsibility/threat estimation subscale of 
the OBQ-44 differed between OCD and anxious controls and has been shown to 
predict specific OCD symptoms. These conflicting results potentially indicate that 
combining threat estimation with the responsibility belief domain produces positive 
results, which responsibility alone does not obtain. The present study supports this 
idea because it found that overestimation of threat alone had significant relationships 
with the severity of OCD symptoms, and the washing and checking subtype 
presentations, which responsibility alone did not show. Therefore, future research is 
needed to examine the specific relationship of the separate cognitive belief domains in 
OCD symptoms.
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7.0 CRITIQUE AND FUTURE RESEARCH DIRECTIONS
7.1 Methodological Limitations
Definitions and Questionnaire Design
Prior to the present research, the OCCWG (1997, 2001, 2003 and 2005) defined the 
belief domains considered central to the aetiology and maintenance of OCD, and 
developed and produced preliminary research regarding the validity and reliability of 
the OBQ-87, making it the most appropriate choice (and best available measure) for 
exploring the relationship between the separate belief domains, overestimation of 
threat and inflated responsibility and obsessive compulsive symptoms. The work of 
the OCCWG was desperately needed due to the diversity of definitions, concepts and 
questionnaires (often with limited validity and reliability) being used within the 
research field, all of which was limiting the ability to compare and contrast results and 
producing a minefield of conflicting and confusing literature.
However, relying on the OBQ-87 to cover all potential elements of the belief domains 
studied in the present research may also be a limitation of the study. Firstly, 
participants may have differed on important aspects, which were not measured, for 
example on perceptions involving disgust. Secondly, it is likely that the OBQ-87 did 
not capture the idiosyncratic beliefs participants may have held. Despite these 
limitations and in light of the conflicting results in the literature, it is felt that a 
standardised questionnaire based design still considerably contributed to the obsessive 
compulsive research field. However, in a quantitative design these difficulties could 
be reduced by incorporating a qualitative aspect of measurement, for example an 
unstructured clinical interview, which may capture more idiosyncratic beliefs and 
behaviours. In hindsight a mixed method such as this should have been considered 
prior to the study. Although it may not have produced different results, it may have 
gathered valuable information about the obsessional population who participated in 
the research.
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The central limitation of the OBQ-87 is the highly inter-correlated scales. However, 
the shorter, updated OBQ-44 has also been found to have this limitation (Abramowitz 
et al., 2006). Due to the specific research questions being asked, the author believes 
that the OBQ-87 was the correct measure to use. The author also decided to use two 
measures of severity of OCD symptoms (PI-R and OCI-R) in order to maximise the 
information gathered and improve the ability to directly compare to previous research. 
However, at times this proved problematic at the analysis stage as the different 
measures yielded slightly different associations, making interpretations less clear.
Methodological Design
The nature of the current study means that the observed relationship between belief 
domains and OCD symptoms is correlational, not causal so we cannot infer the 
direction of any relationships. Nor can the research address questions regarding the 
onset or course of obsessive compulsive symptoms. The development and nature of 
the relationship between cognitive processes, OCD and negative mood is likely to be 
complex (Abramowitz et al, 2007). A prospective study looking at belief measures 
and obsessive compulsive symptoms over time may have helped explore the 
relationship in greater detail. Another possibility, which may have improved on the 
present design, would have been to use questionnaires alongside experimental 
manipulations of responsibility and threat, for example using a BAT. The present 
study also did not investigate if belief domains were specific to OCD or general to all 
anxiety disorders. Further research comparing OCD, clinical and non-clinical controls 
in a larger sample is needed to replicate the present findings.
However, despite the above limitations the study still presented very interesting 
results, adding important findings to the current research literature and having possible 
implications for cognitive theory (discussed below).
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The Use o f a Non-Clinical Sample
One of the possible limitations of the present study was the potential use of a non- 
clinical population. Although a good deal of research is conducted with clinical 
samples (e.g. Foa et al., 2002b) the use of non clinical populations within research in 
OCD has become more common in recent years (e.g. Moulding et al., 2007; Tolin et 
al., 2003). The justification of using non-clinical samples emerge from the findings 
that obsessive compulsive symptoms occur frequently in the normal population 
(Gibbs, 1996; Coles et al., 2005) and that the intrusive thoughts experienced in non- 
clinical populations are similar to those that occur in clinical populations (e.g. Purdon 
and Clark, 1993; Rachman and de Silva, 1978). This supports the belief that 
individuals’ responses will vary along a continuum rather than manifest as a complete 
presence or absence of a given variable. Non clinical samples have been utilized 
either to investigate concepts within the OCD literature, for example, the relationship 
between responsibility and perfectionism (Bouchard et al., 1999), or those who have 
scored high on self-report measures have been assumed to advance knowledge of 
OCD within a clinical population. For example, Bums et al. (1995) found that a 
significant percentage of high scoring individuals met diagnostic criteria for OCD and 
that their obsessive compulsive symptoms were stable over time. Research has also 
shown that high scores on obsessive-compulsive symptom measures using analogue 
samples were similar to clinical samples seeking treatment for OCD (e.g. Amir et al., 
2001). This strongly indicates the value and justification in using non-clinical 
samples. Another benefit in using non-clinical analogue samples is the opportunity to 
gain more powerful analyses due to larger sample sizes (Wu and Watson, 2003). Also 
of note, is the current study’s use of participants who were members of an OCD self 
help organisation. This resulted in a high number of participants having a formal 
diagnosis of OCD.
With regard to the clinical/non clinical status of the present sample, the current study 
carries some potential limitations. It is unknown what proportion of the participants 
met diagnostic criteria for a diagnosis of OCD at the time of participation in the study. 
Therefore, I can be most confident regarding generalising results to obsessive- 
compulsive symptomatology rather than to symptoms that definitely meet diagnostic
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criteria. The current study’s use of participants who were members of an OCD self 
help organisation, resulted in a large proportion of participants having a diagnosis of 
OCD. However, the researcher did not meet the participants and they were not 
assessed to see if they met criteria for a diagnosis. The present sample’s level of co­
morbidity was also unknown. Tolin et al (2006) reported a strikingly high level of 
co-morbidity, with some individuals meeting criteria for more than one additional 
diagnosis. This demonstrates the range of samples captured within research and 
suggests that this level of detail should have been included in the present research.
7.2 Cultural Considerations
Although the advertisement for the study did not advise that potential participants 
should have English as their first language and/or a level of English necessary to 
complete the questionnaire, this was considered once the potential participant had 
contacted the researcher. However, no attempts were made to screen participants for 
cultural homogeneity given the time constraints of the study and the difficulties 
sourcing a large number of participants. From the email, telephone and letter contact 
with the researcher, and the background demographic information collected as part of 
the study it was clear that the sample was highly representative of the dominant White 
British culture. Sica et al. (2002; cited in Sica et al, 2004) examined OBQ data 
collected from Greek, Italian and American students and reported that correlation 
analyses with measures of obsessive compulsive symptoms were different across the 
groups. The authors attributed these differences to the groups’ cultural traits, for 
example, in the American cohort, beliefs about personal control and perfectionism 
were correlated to obsessive compulsive symptoms, and responsibility appeared to be 
less relevant than other OCD belief domains in Italian individuals. This indicates that 
different cognitive domains seem to have differing relevance depending on the 
country/culture from which the group is from.
An individual’s perception, beliefs and attributes are shaped by cultural, religious and 
societal upbringing. Due to the fairly consistent White British sample, diversity 
between cultures was not captured or compared. In addition, individual differences in 
cultural backgrounds/experiences were not explored.
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7.3 Ethical Issues
Placing an advertisement for volunteers in a research study has the potential to 
produce misunderstandings and incorrect expectations regarding what the study is 
hoping to investigate. This issue was considered prior to carrying out the research and 
the advertisement clearly stated the research aims and what a potential participant 
would have to do to take part. These details were also made explicit in the 
information sheet. The majority of participants were enthusiastic about taking part in 
the research and seemed to value the investigative nature of the study. However, 
some participants appeared very overwhelmed by their OCD symptoms and contacted 
the researcher on numerous occasions asking for help and feedback regarding their 
clinical presentation. In every case they were strongly advised by the researcher to 
contact their General Practitioner (GP) and to seek specialist help. Further to the 
advice of the Local Research Ethics Committee, the process of collecting data was 
also altered to protect vulnerable individuals. The participants were sent a full 
information sheet and background information questionnaire prior to the questionnaire 
pack. This was to ensure that participants had the opportunity to read the information 
sheet without feeling obliged to complete the questionnaires. The Local Ethics 
Committee also requested that the researcher ask for the participants’ GP details on 
the background information sheet. This meant that any participants who were felt to 
be at risk to themselves or others (from their responses on the questionnaires) could be 
identified and action taken as appropriate. However, despite this thoughtful approach, 
there were limits to this procedure; for example, at times, two weeks may have passed 
between the participant completing the questionnaires and the researcher collecting 
them from their university base.
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7.4 Future Research
As tentatively mentioned above there are various avenues for future research which 
could further our understanding and interpretation of the current results.
The aim of the present research was to explore the association between two specific 
types of belief domains, inflated responsibility and overestimation of threat, and OCD 
symptoms. The significant relationship found between overestimation of threat and 
OCD symptoms and the non-significant relationship between inflated responsibility 
and OCD symptoms is of interest. In particular these results suggest that further 
research using measures which separate responsibility and overestimation of threat 
(i.e. the OBQ-87 rather than the OBQ-44) may provide important distinctions between 
the two belief domains, as well as information regarding the unique influence they 
each have with obsessive compulsive symptoms.
The current research used a correlational design, which leaves many questions 
regarding causal factors unanswered. A further study could take account of this 
limitation by using an experimental design, for example by manipulating differing 
levels of responsibility and threat estimations, to investigate differences in levels of 
beliefs. In addition a prospective study looking at belief measures and obsessive 
compulsive symptoms over time may further explore the relationship between belief 
domains and symptoms. The findings of the present research call for replication using 
different populations. In addition because of the inconsistencies within the literature, 
the comparison of clinical OCD, other anxiety disorders and non-clinical controls 
should be replicated in future research.
Finally, as was discussed above the participants in the current research may have 
differed on important aspects, which went unmeasured in the present design. 
Incorporating a qualitative aspect of measurement in future research, for example an 
unstructured clinical interview, may capture more idiosyncratic beliefs and 
behaviours.
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8.0 CLINICAL IMPLICATIONS
The results from the present research have a number of clinical implications. 
Cognitive theory suggests that the treatment of OCD requires modification of 
distorted beliefs (because these lead to the (mis)appraisals of intrusive thoughts and of 
the associated behaviours involved in the maintenance of those beliefs). However, 
one of the findings of this and previous studies is that the belief domains associated 
with obsessive compulsive symptoms are highly inter-correlated. Research has also 
indicated that manipulating responsibility inadvertently manipulates threat estimation. 
This suggests that targeting one belief domain during psychological treatment 
interventions may in turn target others (Faull et al, 2004), and that obsessional beliefs 
are “bidirectional” (Teachman, 2006, p. 10) because one distorted belief domain can 
exacerbate another. The high inter-correlations between the belief domains also 
suggests the influence from broader higher order underlying cognitive vulnerabilities, 
such as an individual’s internal representations of the self and their world-view 
(Doron and Kyrios, 2005).
Cognitive models of OCD have produced a large research evidence base, and have led 
to the development of effective treatments. Treatment for obsessional beliefs and 
behaviours focuses on challenging the content of thoughts and encourages the 
individual to engage in their own hypothesis testing by observing and noting the 
outcome of not engaging in thoughts/rituals designed to reduce harm and/or threat. 
Wells (1997) suggests that it is not clear how much cognitive elements add to the 
effectiveness of treatment, whilst other authors report that cognitive therapy is as 
beneficial/or superior to exposure and response prevention methods (ERP; e.g. Whittal 
et al., 2005). For example, cognitive therapy has been specifically recommended as a 
means of facilitating engagement in exposure, or to compliment exposure by 
encouraging generalisation (Freeston et al, 1996). However, despite its continued 
recognition as a clinically viable alternative to OCD treatment and the numerous 
research studies asserting the success of cognitive therapy (e.g. Anderson and Rees, 
2007; van Oppen et al, 1995a; Ladouceur et al., 1995) the heterogeneity of the 
disorder impedes the ability to generalise the results and/or predict prognosis (Ball et 
al, 1996). The heterogeneity and often complex co-morbidity seen within the
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disorder also results in many challenges to clinicians attempting the treat individuals 
and for researchers trying to understand the aetiology and maintenance of the disorder. 
It seems therefore, that an eclectic approach to treatment is required; embracing 
cognitive, behavioural and pharmacological approaches.
It is evident from the current research that not only are the different belief domains 
highly inter-correlated but also overestimation of threat is strongly associated with the 
severity of OCD symptoms, checking behaviours and possibly washing behaviours. A 
treatment package specifically designed to target danger related cognitions has also 
been designed and initial research indicates its efficacy (e.g. Jones and Menzies, 
1997b, 1998b; Krockmalic et al., 2001). Danger Ideation Reduction Therapy (DIRT) 
does not require exposure to feared situations but includes cognitive restructuring 
techniques and other cognitive strategies designed to specifically target threat-related 
attitudes and beliefs hypothesized to be central to the washing subtype presentation. 
Jones and Menzies (1998b) conducted a controlled trial where OCD washers received 
group DIRT, and compared this to a waiting list control group, finding clinical 
improvements in the treatment group only. However, the gains were modest 
compared to other outcome studies. The authors reflect upon the possibility of the 
group format or the fixed number of sessions given may account for this. If 
overestimation of threat is the belief domain which is influential to checking 
symptomatology, it is possible that DIRT would also be an appropriate treatment for 
this. However, according to a comprehensive literature review conducted by McKay 
et al. (2004) few studies have examined the specific treatment response of the various 
subtypes. McLean et al. (2001) compared group cognitive therapy with group ERP 
with individuals who were grouped according to symptom themes. Their results 
indicated that efficacy of treatment depended on both OCD subtype and treatment 
type, for example, no washers recovered with cognitive therapy. The current results 
and past research suggests that clinicians should explore belief domains thought to be 
pertinent to the individuals’ presentation and to tailor treatment to the individual. In 
all clinical work it is essential to know and understand the cognitive factors involved 
in an individual’s OCD presentation, in order to effectively design interventions to 
correct cognitive distortions. Further exploration of the beliefs domains underlying 
OCD symptoms is essential, so that effective treatments can be devised.
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9.0 SUMMARY AND CONCLUSION
Cognitive theories propose that it is not the content or occurrence of intrusive thoughts 
that trigger or maintain the symptoms of OCD, but rather that individuals with OCD 
appraise (misinterpret) intrusive thoughts as significant and/or personally meaningful, 
which leads to neutralization strategies that attempt to reduce distress and/or prevent 
the worst from happening. This paradoxically strengthens the misappraisal, and 
worsens the intensity and frequency of the intrusive thoughts, leading to obsessions. 
Cognitive models suggest that the misappraisals are influenced by dysfunctional 
beliefs, centred on various domains, including responsibility and threat estimations.
The current study utilised a sample recruited from OCD self-help organisations who 
were representative of an obsessional population. In line with previous research, the 
belief domains (as measured by the OBQ-87) were highly inter-correlated, which was 
not surprising due to the fact that they are all hypothesised to be significant in OCD.
The study hypothesized that both inflated responsibility and exaggerated danger/threat 
estimation beliefs would be positively associated with the severity of obsessive 
compulsive symptoms. However, this was only partially supported. Although a 
significant relationship was found between the overestimation of threat belief domain 
and obsessive compulsive symptoms, no such relationship was found between the 
inflated responsibility belief domain and OCD symptoms. This was contrary to 
Salkovskis’ (1999) and Salkovskis et al. (2000) suggestion that responsibility 
appraisals are central to the maintenance of OCD. In line with previous research, the 
second hypothesis stated that the inflated responsibility belief domain would have a 
positive relationship with the checking subtype of OCD symptom presentation. The 
results did not support this. In contrast to the prediction, the results suggested that 
inflated responsibility alone does not have a significant relationship with the checking 
subtype of OCD symptom presentation in the current sample. The third hypothesis to 
the study was that the overestimation of threat belief domain would have a positive 
correlation with the washing subtype symptom presentation. The results partially 
supported this. When measured by the OCI-R Washing subscale the results of a 
partial correlation suggested that overestimation of threat had a significant relationship
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with the washing subtype of OCD symptom presentation. However, this result had to 
be interpreted with caution because the OCI-R washing subscale was not normally 
distributed. In addition, and contrary to the hypothesis a significant positive 
correlation between overestimation of threat and checking OCD symptoms was found. 
This finding was supported by recent studies using a similar methodology.
The current results have a number of possible explanations, for example, because of 
the large correlation between responsibility and threat estimation the previous studies 
supporting the role of responsibility in OCD may have also inadvertently examining 
overestimation of threat, which when unmeasured and not controlled for, was 
influencing results. Differences in findings may also be because of the diversity of 
research methods used, for example, experimentally manipulated versus non- 
experimental methods. Another interpretation of the findings is that other variables 
not measured were involved in mediating the relationship between inflated 
responsibility and OCD symptoms
Limitations of the current research and future research are also considered. It is 
recommended that future research should take into account that overestimation of 
threat may be the most influential belief domain, which suggests that further research 
should use measures which separate responsibility and overestimation of threat. It is 
also suggested that future research should study the separate belief domains and their 
relationship with obsessive compulsive symptoms over time, which may provide both 
a developmental and a situational perspective in defining and measuring obsessive 
compulsive symptoms.
In conclusion, the study reported here is consistent with existing literature and 
suggests that clinicians should explore belief domains thought to be pertinent to the 
individual’s presentation and to tailor treatment to the individual need.
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Appendix 1: Local Ethics Committee Approval Letter
Telephone:
Facsimile:
Belief domains In obsessive compulsive disorder: the 
relationship between inflated responsibility and danger 
expectancies, and obsessive compulsive symptoms.
12 July 2006
Mrs Lindsay Gorrill 
Trainee Clinical Psychologist 
University of Surrey 
Guildford 
Surrey, GU2 7XH
Dear Mrs Gorrill
Full title of study:
REC reference number:
Thank you for your letter of 03 July 2006, responding to the Committee's request for further 
information on the above research and submitting revised documentation.
The further information has been considered on behalf of the Committee by the Chair.
Confirmation of ethical opinion
On behalf of the Committee, I am pleased to confirm a favourable ethical opinion for the above 
research on the basis described in the application form, protocol and supporting documentation as 
revised.
Ethical review of research sites
The Committee has designated this study as exempt from site-specific assessment (SSA). There 
is no requirement for other Local Research Ethics Committees to be informed or for site-specific 
assessment to be carried out at each site.
Conditions of approval
The favourable opinion is given provided that you comply with the conditions set out in the attached 
document. You are advised to study the conditions carefully.
Approved documents
The final list of documents reviewed and approved by the Committee is as follows:
I Document Version Date
Application 2 02 June 2006
Investigator CV 01 June 2006
Protocol 2 01 July 2006
Letter from Sponsor 02 May 2006
Compensation Arrangements 28 July 2005
Questionnaire: Obsessive Compulsive Inventory 
Revised - OC! - R
Validated
' Questionnaire: Obsessional Beliefs Questionnaire Validated
260
Volume I: Research Dossier____________________________ Major Research Project
Page 2
Questionnaire: Padua inventory * revised Validated
Questionnaire: BAI Vaiidated
Questionnaire; BDI - II Validated
Participant Information Sheet 2 01 July 2006
Participant Consent Form 2 01 July 2006
Response to Request for Further information 03 July 2006
Research Advertisement 2 01 July 2006
Background information 2 03 July 2006
Supervisor's CV 28 April 2006
Reference list of published research using non-clinical 
samples
Feedback sheet for major research project 01 December 2005
Coverinq Letter to participant A 1 01 July 2006
Covering Letter to participant B 1 01 July 2006
Research governance approval
You should arrange for the R&D department at ali relevant NHS care organisations to be notified 
that the research will be taking piace, and provide a copy of the REC application, the protocol and
this letter.
Ali researchers and research collaborators who will be participating in the research must obtain 
final research governance approval before commencing any research procedures. Where a 
substantive contract is not held with the care organisation, it may be necessary for an honorary 
contract to be issued before approval for the research can be given.
Statement of compliance
The Committee is constituted in accordance with the Governance Arrangements for Research 
Ethics Committees {July 2001} and complies fully with the Standard Operating Procedures for 
Research Ethics Committees in the UK,
Please quote this number on all correspondence
With the Committee’s best wishes for the success of this project. 
Yours sincereiy
Alternate vice-Chair
Emai
Enclosures,
Copy to:
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Appendix 2: University of Surrey Ethics Committee Approval Letter
UniS
Ethics Committee
10 August 2006
Mrs Lindsay Gorrili 
Department of Psychology 
School of Human Sciences
Dear Mrs Gorriil
Belief domains in obsessive compulsive disorder: the relationship between inflated 
responsibility and danger expectancies, and obsessive compulsive symptoms 
(EC/2006/75/Psvchl -  FAST TRACK
On behalf of the Ethics Committee, I am pleased to confirm a favourable ethical opinion for 
the above research on the basis described in the submitted protocol and supporting 
documentation.
Date of confirmation of ethical opinion: 10 August 2006
The list of documents reviewed and approved by the Committee under the Fast Track 
procedure Is as follows:-
> Document Date
Application 31/07/06
Insurance proforma 31/07/06
Advertisement 31/07/06
Consent form 31/07/06
Background information 31/07/06
information sheet 31/07/06
Approval letter fromjl ^ I L o c a j  Research Ethics Committee 31/07/06
Sponsor letter 31/07/06
Curriculum vitae’s 31/07/06
Questionnaire 31/07/05
Project summary 31/07/06
This opinion is given on the understanding that you wifi comply with the University's Ethical 
Guidelines for Teaching and Research, and with the condition set out as follows:
* The Participant Information Sheet should now contain a section for complaints.
Suggested wording, "Any complaint or concerns about any aspects of the way you have 
been dealt with during the course of the study wili be addressed; please contact [insert 
nsyj|Mjjjf^^ , Principai investigator on [insert contact number],
I would be grateful if you would confirm, in writing, your acceptance of the condition above.
The Gommittee should be notified of any amendments to the protocol, any adverse 
reactions suffered by research participants, and if the study is terminated earlier than 
expected, with reasons,
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2
You are asked to note that a further submission to the Ethics Committee will be required in 
the event that the study is not completed within five years of the above date.
Please inform mo when the research has been completed.
Yours sincerely
Secretary, University Ethics Committee 
Registry
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Appendix 3: Research Advertisement
RESEARCH ADVERTISMENT:
What are your beliefs about your thoughts?
My name is Lindsay Gorrill and I am training to be a Clinical Psychologist at the 
University of Surrey. I am looking for people who would like to take part in a 
research study, which aims to further the understanding of the beliefs a person with 
Obsessive Compulsive Disorder (OCD) has about their obsessional thoughts and 
whether this is related to their obsessive compulsive symptoms.
If you decide to take part, please contact me using the details below. I will then send 
you a consent form, a research information sheet and a background information sheet 
(asking basic information about yourself, like your age and gender). I will also 
provide a stamped addressed envelope so you can return the completed forms back to 
me. Next I will send you some questionnaires to complete. You can take as long as 
you like to complete the questionnaires (most people find that they take between one 
and a half to two hours to complete) before returning them in the stamped addressed 
envelope provided. You will not be asked for any further involvement.
This research project is being carried out as part of fulfilment of a Doctorate in 
Clinical Psychology qualification and is being sponsored by the Department of 
Psychology at the University of Surrey. The University of Surrey and
.......................Local Research Ethics Committee have reviewed the study to ensure it
is carried out within ethical guidelines.
If you are interested in taking part and/or receiving information about the study, please 
contact me using the details below. By taking part in this study you will be helping to 
increase understanding of the theories about OCD, which may lead to important 
information about what treatment could be effective in treating the disorder.
Researcher: Lindsay Gorrill, Trainee Clinical Psychologist
Telephone number:.......................
(All telephone calls will be replied to as soon as possible)
Address:....................................
Email:
Thank you very much for considering to take part in this research project
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Appendix 4: Covering Letter A
OCD, responsibility and danger expectancies Unit
University School of
of Surrey Human
Surrey GU2 7XH, UK
Tesiaphofie
+44 {0)1483 300800 
facsimile
*44 {0)1483 300803
Department of 
Psychology
Facsartite
*44 {0)1483 689553
Date:
Name/Address:
Dear
Belief domains in obsessive compulsive disorder: the relationship between inflated 
responsibility and danger expectancies, and obsessive compulsive symptoms.
Thank you for showing an interest in taking part in the above research study. Please 
find enclosed a more detailed information sheet about the project, a background 
information questionnaire and two copies o f the consent form. If you decide to take 
part in the study please read the information sheet carefully, before completing and 
returning the background information sheet and one consent form in the stamped 
addressed envelope provided, fh e  second copy of the consent form is for your 
records. If you would like any further information or have any questions, please don’t 
hesitate to contact me using the details below.
Address: Lindsay Gorrill 
Trainee Clinical Psychologist 
Psychology Department 
University o f surrey 
Guildford, GU2 7XH,
Telephone number;
(All telephone calls will be replied to as soon as possible)
Email: | | *
Thank you very much for your time
Yours sincerely
Lindsay Gorrill
Trainee Clinical Psychologist
v*:#5jkKv
Covering letter A -  Version 2, July 2006
265
Volume I: Research Dossier Major Research Project
Appendix 5: Participant Information Sheet
1
OCD, perceived responsibility and danger expectancies University
of Surrey
Guildford
Surrey GU2 7XH, UK 
Telephone
School o f
Human
S c ie n c e s
+44(0)1483 300800
Department of 
Psychology
+44(0)1483 300803 
www.surrey.ac.uk
Facsimile
+44 (0)1483 635)553
PARTICIPANT INFORM A TIO N SHEET
Title of research study: Belief domains in obsessive compulsive disorder: the 
relationship between inflated responsibility and danger expectancies, and obsessive 
compulsive symptoms.
You are being invited to take part in a research study. Please take time to read the 
following information carefully and discuss it with others if you wish. Please feel free to 
contact me if  there is anything that is not clear or you would like more information .
Thank you for reading this.
•What is the purpose of the study?
Many researchers agree that the beliefs a person has about their thoughts are very 
important in both the development and the maintenance o f obsessive compulsive 
symptoms. The aim o f the study is to better the understanding of the beliefs a person 
with obsessive compulsive disorder (OCD) has about their thoughts. More specifically 
the study is looking at an individual’s belief about responsibility, and about their 
perception of danger. Research to date has shown conflicting results. Some studies 
have found a strong relationship between a person’s sense of responsibility but not their 
expected level of danger, whereas others have found the opposite. This study is aimed at 
furthering the knowledge about the possible relationship between different beliefs and the 
obsessive compulsive symptoms someone experiences, with the hope that this knowledge 
may help in the development of more effective treatment interventions.
The research project is being carried out as part of fulfilment o f a Doctorate in Clinical 
Psychology qualification and is being sponsored by the Department of Psychology at the 
University o f Surrey. The study will be completed within one year of starting.
W ho is taking p art and why have I been chosen?
The research will aim to involve at least 128 individuals over the age o f  18 years old who 
have contact with one o f the following self-help organisations; OCD Action, OCD-UK, 
National Phobic, No Panic, First steps to freedom.
Participant information sheet -  Version 2, July 2006 1
T h e  Q u e e n ’s «
A n n i v e r s a r y  P r i z e s  j  
2003
1_
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OCD, perceived responsibility and danger expectancies 
Do I have to take part?
It is up to you to decide whether or not to take part. This information sheet is for you to 
keep. If you decide to take part you are still free to withdraw at any time and without 
giving a reason. A decision to withdraw at any time, or a decision not to take part, will 
not affect any care or support you arc receiving or may receive in the future.
What will I have to do if 1 take part?
If you decide to take part, please sign the consent forms (one is for you to keep), and 
complete the background information sheet, A stamped addressed envelope is provided 
so you can return one consent form and the background information sheet back to me. I 
will then send you five questionnaires and another stamped addressed envelope so that 
you can return them once you have competed them. You can take as long as you like to 
complete the questionnaires (most people find that they take between one and a half to 
two hours to complete) within a deadline o f  two weeks. You will not he asked for any 
further involvement.
What are the possible benefits and disadvantages of taking part?
It is unlikely that you will experience any disadvantages of taking part in this study, 
although it is possible that you could experience some distress as a result o f questions 
about your anxiety and the worrying thoughts you may experience. If this is the case, 
there are a number o f sources available to you:
* You can always discuss any difficulties with your GP who can help point you 
in the right direction to get you the support that you need.
•  Alternatively, below are a list o f organisations where you can talk to someone 
confidentially about your feelings or experiences:
* You can also contact the following self-help organisations:
By taking part in this study you will be adding to the scientific literature about the 
possible beliefs and experiences that are involved in the development and maintenance of 
obsessive-compulsive disorder. This may lead to important information about who may 
be particularly at risk o f developing obsessive compulsive disorder and what treatment 
could be effective in treating the disorder.
Participant information sheet -  Version 2, July 2006
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OCD, perceived responsibility and danger expectancies 
Will my taking part be kept confidential?
All the information that you provide will be kept anonymous and strictly confidential. 
Your personal details will not be on any o f the questionnaires you complete and all data 
will be kept in a locked cabinet at the University of Surrey and will only be used for 
research purposes.
What will happen to the results?
The results will be written up as a Major Research Project as part o f a Doctorate in 
Clinical Psychology. An executive summary o f the results o f this research will be 
available on its completion. Please indicate on the consent form if you would like a copy. 
1 could provide an electronic copy via email or a hard copy by post if an electronic copy 
is not possible. The results may also be published at a later stage. No participant will be 
identified on any written report.
Who is funding and monitoring the study?
The research project is being carried out as part o f fulfilment o f a Doctorate in Clinical 
Psychology qualification and is being sponsored by the Department of Psychology at the 
University of Surrey. No researchers, clinicians, or participants will receive payment for 
their involvement. The University o f  Surrey and V N H M N H I Local Research Ethics 
Committee have reviewed the study to ensure it is carried out within ethical guidelines. 
Any complaint or concerns about any aspects of the way you have been dealt with during 
the course of the study will be addressed: please contact Principal
Contact for further information:
This study is being conducted by Lindsay Gorrill (Trainee Clinical Psychologist at the 
University of Surrey). This work is being supervised bv M H H H I  (Lecturer in 
Psychology at the University of Surrey).
If you have any questions about the study, please don't hesitate to contact me using the 
details below.
Researcher: Lindsay Gorrill, Trainee Clinical Psychologist
(Ail telephone calls will be replied to as soon as possible)
Address: Lindsay Gorrill
Trainee Clinical Psychologist 
Psychology Department 
University o f Surrey 
Guildford, GU2 7XH.
Email:
Thank you for your contribution in this research
Participant information sheet -  Version 2, July 2006
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Appendix 6: Consent Form
Uni
Identification N um ber
OCD, perceived responsibility and danger expectancies
CONSENT FORM
U niversity  
of Surrey
Gutldford
Surrey GU2 7XH, UK
+44 (0)1483 300800 
Facsimile
+44 (0)1483 300803 
www.surrey.ac.uk
Sch©oi of
D epartm ent of 
Psychology
Facsimile
+44 (0)1483 689553
N am e o f  R esearcher: Lindsay Gorrill, Trainee Clinical Psychologist.
Please complete the following questions. 1 copy is for you to keep for your records 
and 1 copy is to be returned with the questionnaires and background information  
sh eet
Please initial
1 . I confirm that I  have read and understand die information sheet dated July 2006 
(Version 2) for the above study and have had the opportunity to ask questions.
2. I agree to take part in the above study.
3. I understand that my participation is voluntary and that I am free to withdraw at 
any time, without giving any reason, without any treatment/care now  and in the 
future or legal rights being affected.
4. I  understand that all personal information will be treated as strictly confidential 
and will no t be made public
5. I would like to receive the executive summary o f  the results when the study is 
completed. For an electronic copy, my email address is:
Name o f  participant Signature Date
Thank you very much for considering to take part in this research project
Consent form -  Version 2, July 2006
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Appendix 7: Background Information Sheet
BACKGROUND INFORMATION
ID Number:................................
Please complete the following questions and return the form in the stamp 
addressed envelope provided.
1. Gender (please circle) Male /
Female
2. What is your age?
3. What is your occupational status? (please circle)
Fulltime/ Part time/ Unemployed/
Other (please specify) .......................
□
□
□
4. What is your marital status? (Please tick the appropriate box).
Married/ cohabiting □
Single 
Widowed
Divorced/ separated
5. What is your highest educational qualification? (Please tick the 
appropriate
box).
Degree or higher degree □
Higher educational qualification below degree level □
A level(s)/ Highers □
ONC/B TEC/Diploma 
GCSE(s)/0 level(s)/CSE(s)
Other qualifications (please specify below)
□
□
□
No formal qualifications □
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6. Have you ever had a formal diagnosis of obsessive compulsive disorder 
(OCD) ? (please circle) Y /
N
7. Have any of your family members ever had an anxiety disorder? Y /
N
(if so please specify)
8. How long have you been in contact with the self-help organisation? 
....months
.year
9. Have you ever had any talking/ counselling treatment for obsessive 
compulsive disorder (OCD)? Y / N
(if so please specify)
10. Please provide your GP details below:
11. Please list any medication prescribed to you that you are currently taking:
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12. How would you describe your ethnicity?
(please tick the appropriate box to indicate your cultural background)
(a) White
British
Irish I I
Any other White background (please specify below) |— |
□
(b) Mixed |— |
White and Black Caribbean I— ,
White and Black African
White and Asian n
Any other Mixed background (please specify below) | |
(c) Asian or Asian British __
Indian *— ’
Pakistani I I
Bangladeshi |— |
Any other Asian background (please specify below)
□
(d) Black or Black British
Caribbean [ |
African |— |
Any other Black background (please specify below)
(e) Chinese or other ethnic group
Chinese □
Any other (please specify below) I I
Thank you very much for your time
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Appendix 8: Covering Letter B
OCD, responsibility and danger expectancies
t I iUmS
University School of
of Surrey Human
Surrey GU2 7XH, UK
Telephone
+44 (0)1483 300800 
Facsimile
+44 (0)1483 300803
Department of 
Psychology
www.surrey.ac.uk +44 (0)1483 689553
Date:
Name/Address:
Dear ,
Belief domains in obsessive compulsive disorder: the relationship between inflated 
responsibility and danger expectancies, and obsessive compulsive symptoms.
Thank you for taking part in the above research study. I have received your signed 
consent form and your completed background information sheet. Please find enclosed 
the questionnaire pack consisting of five questionnaires. If you are still willing to 
take part in the study please complete and return the questionnaires in tire stamped 
addressed envelope provided. You can take as long as you like to complete the 
questionnaires (most people find that they take between one and a half to two hours to 
complete) within a deadline of two weeks.
Please return the completed questionnaires by th e ........................................ . 200...
If you would like any further information or have any questions, please don’t hesitate 
to contact me using the details below.
Address; Lindsay Gorriil 
Trainee Clinical Psychologist 
Psychology' Department 
University of surrey 
Guildford, GU2 7XH.
Telephone number:
Email:
(All telephone calls will be replied to as soon as possible)
Thank you very much for your time
Yours sincerely
Lindsay Gorriil
Trainee Clinical Psychologist
T m  Q u e e n ’s  
ttvjmsARY P r iz e s
Covering letter B -  Version 1, July 2006
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Appendix 9: Table Showing Demographic Information (N= 92)
Variable Frequency Percent
Sex M ale 28 30.4
Female 64 69.6
Ethnicity W hite British 76 82.6
W hite Irish 5 5.4
A ny other White Background 6 6.5
Indian 1.1
Pakistani 1.1
A ny other Asian background 1 1.1
A ny other -  M exican 1 1.1
A ny other -  Turkish/Albanian 1 1.1
Occupational Status Full time 31 33.7
Part time 16 17.4
Unem ployed 28 30.4
Retired 8 8.7
H ousew ife 4 4.3
Self-em ployed 2 2.2
Volunteer work -  less than part time 2 2.2
Fulltime student 1 1.1
Marital Status Single 45 48.9
Married/cohabiting 41 44.6
Divorced/separated 6 6.5
Educational Status Degree/higher degree 31 33.7
Higher education below  degree level 15 16.3
A  level/Highers 12 13.0
ONC/BTEC/Diplom a 8 8.7
GCSE/O level/CSE 19 20.7
N o formal qualifications 5 5.4
other 2 2.2
Formal Diagnosis of OCD? Y es 74 80.4
N o 18 19.6
Family History of Anxiety N o 52 56.5
Disorder? Y es 40 43.5
Counselling/Psychological Y es 61 66.3
Treatment for OCD? N o 31 33.7
Current Medication Anti-depressant 38 41.3
N o m edication 35 38.0
2 or more medication* 13 14.1
A nxiolytic medication 4 4.3
A nti-psychotic medication 2 2.2
* for example, a combination o: ' anti-depressant, anxiolytic, m ood stabilizer, and anti-
psychotic medication
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11. Agitation
0 I am no more restless or wound up than usual.
1 I feel more restless or wound up than usual.
2 I am so restless or agitated that it’s hard to stay
still.
3 I am so restless or agitated that 1 have to keep 
moving or doing something.
12. Loss of interest
0 I have not lost interest in other people or 
activities.
1 I am less interested in other people or things 
than before.
2 I have lost most of my interest in other people
or things.
3 It's hard to get interested in anything.
13. indecisiveness
0 I make decisions about as well as ever.
1 I find it more difficult to make decisions than
usual.
2 1 have much greater difficulty in making 
decisions than 1 used to.
3 I have trouble making any decisions.
14. Worthlessness
0 I do not feel I am worthless.
1 I don’t consider myself as worthwhile and useful
as I used to.
2 I feel more worthless as compared to other 
people.
3 I feel utterly worthless.
15. Loss of Energy
0 I have as much energy as ever.
1 I have less energy than I used to have.
2 I don’t have enough energy to do very much.
3 I don’t, have enough energy to do anything.
16. Changes in Sleeping Pattern
0 1 have not experienced any change in my
sleeping pattern.
la I sleep somewhat more than usual.
Ih I sleep somewhat less titan usual.
2a I sleep a lot more than usual.
2b I sleep a lot less than usual.
3a I sleep most of the day.
3b I wake up 1-2 hours early and can’t get back 
to sleep.
17. irritability
0 I am no more irritable than usual.
1 I am more irritable than usual.
2 I am much more irritable than usual.
3 I am irritable all the time.
1S. Changes in Appetite
0 I have not experienced any change in my 
appetite.
la My appetite is somewhat less than usual, 
lb My appetite is somewhat greater than usual.
2a My appetite is much less than before.
2b My appetite is much greater than usual.
3a I have no appetite at all.
3b I crave food all the time,
19. Concentration Difficulty
0 I can concentrate as well as ever.
3 I can’t concentrate as well as usual.
2 It’s hard to keep my mind on anything for 
very long.
3 I find I can’t concentrate on anything.
20. Tiredness or Fatigue
0 I am no more tired or fatigued than usual.
1 I get more tired or fatigued more easily than
usual.
2 I am too tired or fatigued to do a lot of the things 
1 used to do.
3 I am too tired or fatigued to do most of the 
things I used to do.
21. Loss of Interest in Sex
0 I have not noticed any recent change in my 
interest in sex.
1 I am less interested in sex than I used to be.
2 I am much less interested in sex now.
3 1 have lost interest in sex completely.
NOTICE: T his form  is  prin ted  with bo th  b lue a n d  b lack  ink. if y o u r 
copy d o e s  n o t appear th is way, it h a s  b e e n  p h o to co p ied  in 
v iolation o f copy rig h t law s.
Subtotal Page 2  
Subtotal P age 1
Total Score
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Appendix 12: Obsessive Compulsive Inventory- Revised
OCI-R
The follow ing statements refer to experiences that many people have in their everyday lives. 
Circle the number that best describes HOW MUCH that experience has DISTRESSED or 
BOTHERED you during the PAST MONTH. The numbers refer to the follow ing verbal 
labels:
0 =  N ot at all 3 =  A lot
1 =  A  little 4 =  Extremely
2 =  Moderately
1. I have saved up so many things that they get in the way. 0 1 2  3 4
2. I check things more often than necessary. 0 1 2  3 4
3. I get upset i f  objects are not arranged properly. 0 1 2  3 4
4. I feel com pelled to count w hile I am doing things. 0 1 2  3 4
5. I find it difficult to touch an object when I know it has 0 1 2  3 4
been touched by strangers or certain people.
6. I find it difficult to control m y own thoughts. 0 1 2  3 4
7. I collect things I don’t need. 0 1 2  3 4
8. I repeatedly check doors, w indow s, drawers, etc. 0 1 2  3 4
9. I get upset i f  others change the w ay I have arranged things. 0 1 2  3 4
1 0 . 1 feel I have to repeat certain numbers. 0 1 2  3 4
1 1 . 1 som etim es have to wash or clean m yse lf sim ply because 0 1 2  3 4
I feel contaminated.
1 2 . 1 am upset by unpleasant thoughts that com e into m y 0 1 2  3 4
mind against m y w ill.
1 3 . 1 avoid throwing things away because I am afraid I might 0 1 2  3 4
need them later.
1 4 . 1 repeatedly check gas and water taps and light switches 0 1 2  3 4
after turning them off.
1 5 . 1 need things to be arranged in a particular order. 0 1 2  3 4
1 6 . 1 feel that there are good and bad numbers. 0 1 2  3 4
1 7 . 1 w ash my hands more often and longer than necessary. 0 1 2  3 4
1 8 . 1 frequently get nasty thoughts and have difficulty 0 1 2  3 4
in getting rid o f  them.
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Appendix 13: Padua Inventory-Revised
PADUA INVENTORY-REVISED
ID number ......................................
Date ........................................
INSTRUCTIONS: The following statements refer to thoughts and behaviours which
may occur to everyone in everyday life. For each statement, 
choose the reply which best seems to fit you and the degree of 
disturbance which such thoughts or behaviours may create. Rate 
your replies as follows:
0 - not at all
1 - a little
2 - quite a lot
3 - a lot
4 - very much
1. When doubts and worries come to my mind, I cannot rest until I 0 1 2  3 4
have talked them over with a reassuring person.
2. I feel my hands are dirty when I touch money. 0 1 2  3 4
3. In certain situations, I am afraid of losing my self-control and 0 1 2  3 4
doing embarrassing things.
4. I think even slight contact with bodily secretions (perspiration, 0 1 2  3 4
saliva, urine etc) may contaminate my clothes or somehow
harm me.
5. When I talk I tend to repeat the same things and the same 0 1 2  3 4
sentences several times.
6. I tend to keep on checking things more often than necessary. 0 1 2  3 4
7. I find it difficult to take decisions, even about unimportant 0 1 2  3 4
matters.
8. When I look down from a bridge or a very high window, I feel 0 1 2  3 4
an impulse to throw myself into depth.
9. I find it difficult to touch an object when I know it has been 0 1 2  3 4
touched by strangers or by certain people.
10. I check and recheck gas and water taps and light switches after 0 1 2  3 4
turning them off.
11. I feel obliged to follow a particular order in dressing, undressing 0 1 2  3 4
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and washing myself.
12. I have the impression that I will never be able to explain things 0 1 2  3 4
clearly, especially when talking about important matters that
involve me.
13. Before going to sleep I have to do certain things in a certain 0 1 2  3 4
order.
14. When I see a train approaching I sometimes think I could throw 0 1 2  3 4
myself under its wheels.
15. I find it difficult to touch garbage or dirty things. 0 1 2  3 4
16. I return home to check doors, windows, drawers etc., to make 0 1 2  3 4
sure they are properly shut.
17. Before going to bed I have to hang up or fold my clothes in a 0 1 2  3 4
special way.
18. After doing something carefully, I still have the impression I 0 1 2  3 4
have either done it badly or not finished it.
19. I avoid using public toilets because I am afraid of disease and 0 1 2  3 4
contamination.
20. I invent doubts and problems about most of the things I do. 0 1 2  3 4
21. I feel I have to remember completely unimportant numbers. 0 1 2  3 4
22. I avoid using public telephones because I am afraid of disease 0 1 2  3 4
and contamination.
23. When I start thinking of certain things, I become obsessed with 0 1 2  3 4
them.
24. I feel I have to repeat certain numbers for no reason. 0 1 2  3 4
25. I keep on checking forms, documents, cheques etc. in detail, to 0 1 2  3 4
make sure I have filled them in correctly.
26. While driving I sometimes feel an impulse to drive the car into 0 1 2  3 4
someone or something.
27. Unpleasant thoughts come into my mind against my will and I 0 1 2  3 4
cannot get rid of them.
28. I wash my hands more often and longer than necessary. 0 1 2  3 4
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29. I keep on going back to see that matches, cigarettes etc. are 0 1 2  3 4
properly extinguished.
30. My brain constantly goes its own way and I find it difficult to 0 1 2  3 4
attend to what is happening round me.
31. Seeing weapons excites me and makes me think violent 0 1 2  3 4
thoughts.
32. I sometimes have to wash or clean myself simply because I 0 1 2  3 4
think I may be dirty or 'contaminated*.
33. I sometimes start counting objects for no reason. 0 1 2  3 4
34. When I handle money I count and recount it several times. 0 1 2  3 4
35. I get upset and worried at the sight of knives, daggers and other 0 1 2  3 4
pointed objects.
36. If I touch something which I think is 'contaminated' I 0 1 2  3 4
immediately have to wash or clean myself.
37. I imagine catastrophic consequences as a result of absent- 0 1 2  3 4
mindedness or minor errors which I make.
38. I check letters carefully many times before posting them. 0 1 2  3 4
39. I sometimes feel a need to break or damage things for no 0 1 2  3 4
reason.
40. If an animal touches me, I feel dirty and immediately have to 0 1 2  3 4
wash myself or change my clothing.
41. When a thought or doubt comes into my mind, I have to 0 1 2  3 4
examine it from all points of view and cannot stop until I have
done so.
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Appendix 14: Obsessive Beliefs Questionnaire-87 
— — — --------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------- ■
Obsessional Beliefs Q uestionnaire (OBQ-87)
This inventory lists different attitudes or beliefs that people sometimes hold. Read each 
statement carefully and decide how much you agree or disagree with it.
For each o f  the statements, choose the number matching the answer that best describes 
how you think. Because people are different, there are no right or wrong answers.
To decide whether a given statement is typical o f your way o f looking at things, simply 
keep in mind what you are like most o f  the time.
Use the following scale:
1____________ 2____________3_____________ 4___________ 5 6____________7
disagree disagree disagree neither agree agree agree agree
very' much moderately a little nor disagree a little moderately very'- much
In making your ratings, try to avoid using the middle point o f the scale (4), but rather 
indicate whether you usually disagree or agree with the statements about your own beliefs and 
attitudes.
1. Having bad thoughts or urges means I’m likely to act on them. 1
2. Having control over my thoughts is a sign o f good character. 1
3. If  I am uncertain, there is something wrong with me. 1
4. If  I imagine something bad happening, then I am responsible for making 1 
sure that it doesn't happen.
5. I f  1 don't control m y unwanted thoughts, something bad is bound to 1 
happen.
6. I often think tilings around me are unsafe. ]
7. When I hear about a tragedy, I can’t stop wondering if  1 am I 
responsible in some w?ay.
8 . Whenever I lose control o f my thoughts, I must struggle to regain 1 
control.
9. I am much more likely to be punished than are others. 1
10. I f  Fm  not absolutely sure o f something. I’m bound to make a mistake. 1
1
2 3 4 5 6 7
2 3 4 5 6 7
2 . 3  4 5 6 7
2 3 4 5 6 7
2 3 4 5 6 7
2 3 4 5 6 7
2 3 4 5 6 7
2 3 4 5 6 7
2 3 4 5 6 7
2 3 4 5 6 7
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2 3 4 5 6 7
2 3 4 5 6 7
2 4 5 6 7
2 3 4 5 6 7
disagree disagree disagree neither agree agree agree agree
very much moderately a little nor disagree a little moderately very much
11. There is only one right way to do things.
12. I would be a better person i f  I gained more control over mv thoughts. 1      
13. Things should be perfect according to my own standards.
14. The more distressing my thoughts are. the greater the risk that they 
will come true.
15. I can have no peace o f mind as long as I have intrusive thoughts. 1 2 3 4 5 6  7
16. Things that are minor annoyances for most people seem like disasters 1 2  3 4 5 6  7
for me.
17. 1 must know what is going on in my mind at all times so I can control 1 2 3 4 5 6  7
my thoughts.
18. The more I think o f something horrible, the greater the risk it will 1 2 3 4 5 6  7
come true.
19. In order to be a worthwhile person. I must be perfect at everything; 1 2  3 4 5 6  7
1 do.
20. When I see any opportunity to do so. I must act to prevent bad things 1 2 3 4 5 6  7
from happening.
21. It is ultimately my responsibility to ensure that everything is in order. 1 2 3 4 5 6  7
22. If I fail at something, I am a failure as a person. 1 2 3 4 5 6  7
23. Even if  harm is very unlikely, I should try to prevent it at any cost. 1 2  3 4 5 6  7
24. For me, having bad urges is as bad as actually carrying them out. 1 2 3 4 5 6  7
25. I must think through the consequences o f  even my smallest actions. 1 2 3 4 5 6  7
26. If  an unexpected change occurs in my daily life, something bad will 1 2 3 4 5 6  7
happen.
27. I f  I don’t act when I  foresee danger, then I am to blame for any 1 2 3 4 5 6  7 
consequences.
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disagree disagree disagree neither agree agree agree agree
very  much moderately a little nor disagree a little moderately very much
28. If  I can’t do something perfectly , 1 shouldn’t do it at all. 1 2 3 4 5 6  7
29. I must be ready to regain control o f my thinking whenever an intrusive 1 
thought or image occurs.
2 3 4 5 6 7
30. Bad things are more likely to happen to me than to other people. 1 2 3 4 5 6 7
31 . 1  must work to my full potential at all times. 1 2 3 4 5 6 7
32. It is essential for me to consider all possible outcomes o f a situation. 1 9 3 4 5 6 7
33. Even minor mistakes mean a job is not complete. 1 2 3 4 5 6 7
34. If I have aggressive thoughts or impulses about my loved ones, this 1 2 3 4 5 6 7
means I may secretly want to hurt them.
35. I must be certain o f  my decisions. 1 2 3 4 5 6  7
36. If  someone does a task better than I do, that means I failed the whole 1 2  3 4 5 6  7
task.
37. If  I have an intrusive thought while I’m doing something, what I'm 1 2 3 4 5 6  7
doing will be ruined.
38. In all kinds o f daily situations, failing to prevent harm is just as bad as 1 2 3 4 5 6  7
deliberately causing hann.
39. Avoiding serious problems (for example, illness or accidents) requires 1 2 3 4 5 6  7
constant effort on my part.
control over my mind.
40. Small problems always seem to turn into big ones in my life. 3 2 3 4 5 6 7
41. For me, not preventing harm is as bad as causing harm. 1 2 3 4 5 6 7
42. I should be upset i f  I make a mistake. 1 2 3 4 5 6 7
43. I should make sure others are protected from any negative 1 2 3 4 5 6 7
consequences o f  my decisions or actions.
44. If I exercise enough will-power, I should be able to gain complete 1 2 3 4 5 6 7
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1____________ 2____________ 3_____________ 4___________ 5___  6 ____________7
disagree disagree disagree neither agree agree agree agree
very-'much moderately a little nor disagree a little moderately very much
45. For me. things are not right i f  they are not perfect. I 2 3 4 5 6
46. Having nasty thoughts means I am a terrible person. I 2 3 4 5 6
47. I often believe I am responsible for things that other people don’t 1 2 3 4 5 6  '
2 3 4 5 6 7
O 3 4 5 6 7
2 3 4 5 6 7
think are my fault.
48. I f  an intrusive thought pops into my mind, it must be important. 1
49. Thinking about a good thing happening can prevent it from happening.!
50. If I do not take extra precautions, I am more likely than others to have 1 
or cause a serious disaster.
51. If I don't do as well as other people, that means I am an inferior 1 2  3 4 5 6  7
person.
52. I believe that the world is a dangerous place. 1 2 3 4 5 6  7
53. In order to feel safe, I have to be as prepared as possible for anything 1 2  3 4 5 6  7
that could go wrong.
54. To avoid disasters, I need to control all the thoughts or images that 
pop into my mind.
1 2 3 4 5 6 7
55. I should not have bizarre or disgusting thoughts. 1 2 3 4 5 6 7
56. For me, making a mistake is as bad as failing completely. 1 2 3 4 5 6 7
57. It is essential for everything to be clear cut, even in minor matters. 1 2 3 4 5 6 7
58. Having a blasphemous thought is as sinful as committing a 1 2 3 4 5 6 7
sacrilegious act.
59. I should be able to rid my mind o f unwanted thoughts.
60. I should be 100% certain that everything around me is safe.
61. I am more likely than other people to accidentally cause harm to 
mvself or to others.
2 3 4 5 6 7
o 3 4 5 6 7
2 3 4 5 6 7
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disagree disagree disagree neither agree agree agree agree
very much moderately a little nor disagree a little moderately very much
62. For me, even slight carelessness is inexcusable when it might affect 1 2 3 4 5 6 7
other people. I
■
63. If  something unexpected happens, I will not be able to cope with it. 1 2 3 4 5 6 7
64. Having bad thoughts means l am weird or abnormal. 1 2 o3 4 5 6 7
65. I must be the best at things that are important to me. 1 2 3 4 5 6 7
6 6 . Having an unwanted sexual thought or image means I really want to 1 2 3 4 5 6 7
do it.
67. If  my actions could have even a small effect on a potential 1 2 3 4 5 6  7
misfortune. 1 am responsible for the outcome.
6 8 . Even when I am careful. I often think that bad things will happen. 1 2 3 4 5 6 7
69. Having intrusive thoughts means I'm out o f control. 1 2 3 4 5 6 7
70. It is terrible to be surprised. 3 2 3 4 5 6 7
71. Even if  I think harm is very1 unlikely, I should still try to prevent it. 1 2 3 4 5 6 7
72. Harmful events will happen unless 1 am very careful. 1 2 3 4 5 6 7
73. I should go to great lengths to get all the relevant information before 1 2 o3 4 5 6 7
I make a decision.
74. I must keep working at something until it's done exactly right. 3 2 3 4 5 6  7
75. Being unable to control unwanted thoughts will make me physically 1 2  3 4 5 6  7
ill.
76. Having violent thoughts means I will lose control and become 1 2 3 4 5 6  7
violent.
77. To me, failing to prevent a disaster is as bad as causing it. 1 2 3 4 5 6  7
78. If  I don’t do a job  perfectly, people won’t respect me. 3 2  3 4 5 6  7
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I
1 2 3 4___________ 5____________6___________ 7 1
disagree disagree disagree neither agree agree agree agree
very much moderately a little nor disagree a little moderately very much |
79. Even ordinary' experiences in my life are full o f risk. 1 2 3 4 5 6 7
80. When things go too well for me, something bad will follow. 3 2 3 4 5 6 7
81. I f  I take sufficient care, I can prevent any harmful accident from 
occurring.
1 2 3 4 5 6 7
82. When anything goes wrong in my life, it is likely to have terrible 
effects.
1 2 3 4 5 6 7
83. Having a bad drought is morally no different than doing a bad deed. 1 2 3 4 5 6 7
84. No matter what I do, it w o n 't be good enough. 1 2 3 4 5 6 7
85. I often think that I will be overwhelmed by unforeseen events. 1 2 3 4 5 6 7
86. I f  I don't control my thoughts, I'll be punished. 1 2 3 4 5 6 7 ||
87. I need the people around me to behave in a predictable way. 1 9 3 4 5 6 7
- obq-87.doc
|
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Appendix 15: Table Showing the Results form Normality Tests
Measure Skewness
(Standard
Error)
Z score * Kurtosis
(Standard
Error)
Z score * Kolmogorov- 
Smimov ** 
(significance)
BAI .633 (.251) 2.52 -.184 (.498) -0.37 1.04 (.230)
BDI-II .416 (.251) 1.66 -.074 (.498) -0.15 0.86 (.458)
OCI-R
Hoarding .644 (.251) 2.56 -1.001
(.498)
-2.01 1.88 (.002)
Checking .461 (.251) 1.84 -.848 (.498) -1.70 1.10 (.181)
Ordering .205 (.251) 0.82 -1.124
(.498)
-2.26 0.97 (.302)
Neutralizing .975 (.251) 3.88 -.306 (.498) -0.62 2.19 (.000)
Washing .569 (.251) 2.27 -1.181
(.498)
-2.37 1.66 (.008)
Obsessing -.727 (.251) -2.90 -.611 (.498) -1.23 1.42 (.035)
OCI-R Total .285 (.251) 1.14 -.632 (.498) -1.27 0.86 (.454)
OBQ-87
Tolerance for 
Uncertainty
-.503 (.253) 1.98 -.363 (.500) -0.73 0.79 (.546)
Threat Estimation -.329 (.253) -1.30 -.676 (.500) -1.35 0.71 (.683)
Control of 
thoughts
-.425 (.253) -1.68 -.283 (.500) -0.57 0.83 (.489)
Importance of 
Thoughts
.165 (.253) 0.65 -.973 (.500) -1.95 1.01 (.255)
Responsibility -.438 (.253) -1.73 -.472 (.500) -0.94 0.68 (.739)
Perfectionism -.236 (.253) -0.93 -1.188
(.500)
-2.38 1.071 (.202)
OBQ-87 total -.170 (.253) -0.67 -.706 (.500) -1.41 0.80 (.548)
PI-R
Impulses 1.367 (.251) 5.45 1.901 (.498) 3.82 1.51 (.021)
Washing .626 (.251) 2.49 -.986 (.498) 1.98 1.47 (.026)
Checking .718 (.251) 2.86 -.575 (.498) -1.15 1.30 (.069)
Rumination -.203 (.251) -0.81 -.739 (.498) -1.48 0.75 (.622)
Precision .917 (.251) 3.65 -.164 (.498) -0.33 1.52 (.019)
PI-R Total .539 (.251) 2.15 -.069 (.498) -0.14 0.64 (.814)
* scores greater than 1.96 are significant (p<.05)
** scores less than p=.05 are not normally distributed.
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Appendix 16: Tables Showing Within Sample Gender and Age Differences
Table Showing Gender Differences Across Scales
Mean scores (sd)
Measure Male (n=28) Female (n=64) t Df Significance
(2-tailed)
BAI 19.46 (13.10) 24.44 (12.66) -1.715 90 .090
BDI-II 20.50(10.04) 27.72(13.98) -2.800 71 .007*
OCI-R (n=92)
Hoarding 4.46 (4.62) 4.17(3.96) .310 90 .757
Checking 4.82 (3.40) 5.30 (3.82) -.568 90 .572
Ordering 5.18(4.41) 5.64 (3.91) -.502 90 .617
Neutralizing 2.46 (3.25) 3.72 (4.05) -1.577 64 .120
Washing 3.64 (4.58) 4.66 (4.24) -1.030 90 .306
Obsessing 8.18(3.97) 8.08 (3.65) .118 90 .906
OCI-R Total 28.82 (12.57) 31.81 (15.73) -.889 90 .377
PI-R (n=92)
Impulses 6.50 (6.71) 7.31 (5.95) -.579 90 .564
Washing 11.36(12.73) 14.72 (13.04) -1.146 90 .255
Checking 9.96 (7.04) 10.98 (8.08) -.578 90 .564
Rumination 21.46(11.18) 23.70 (10.35) -.931 90 .354
Precision 6.21 (5.32) 7.13(6.96) -.617 90 .538
PI-R Total 55.50 (28.55) 63.80 (32.54) -1.166 90 .247
OBQ-87
(n=91)
Male (n=28) Female (n=63)
Tolerance for 
uncertainty
58.25 (18.27) 61.41 (18.00) -.770 89 .443
Overestimation 
of threat
61.89 (19.49) 65.78 (20.72) -.840 89 .403
Control of 
thoughts
64.43(21.51) 64.94 (18.91) -.113 89 .910
Importance of 
thoughts
46.18(23.04) 52.27 (22.23) -1.193 89 .236
Responsibility 68.07 (26.68) 72.97 (23.77) -.873 89 .385
Perfectionism 61.14(26.66) 69.00(28.10) -1.250 89 .215
OBQ-87 Total 359.96 (120.31) 386.51 (112.12) -1.019 89 .311
* Significant at t le at the 0.05 level
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Table Showing Age Differences Across Scales
Mean scores (sd)
Measure Lowest through 
to 36 years 
(n=47)
36.1 years 
through to 
highest (n=45)
t Df Significance
(2-tailed)
BAI 21.38(11.69) 24.53 (14.06) -1.170 90 .245
BDI-II 24.17(12.72) 26.93 (13.83) -.998 90 .321
OCI-R (n=92)
Hoarding 3.94 (4.02) 4.60 (4.29) -.766 90 .446
Checking 5.09 (3.80) 5.22 (3.59) -.178 90 .859
Ordering 5.51 (4.28) 5.49 (3.84) .026 90 .980
Neutralizing 3.57 (4.05) 3.09 (3.65) .603 90 .548
Washing 4.51 (4.06) 4.18(4.66) .366 90 .715
Obsessing 8.09 (3.63) 8.13 (3.87) -.062 90 .951
OCI-R Total 30.77 (14.91) 31.04 (14.93) -.090 90 .929
PI-R (n=92)
Impulses 6.85 (6.21) 7.29 (6.19) -.339 90 -.438
Washing 14.45 (11.47) 12.91 (14.46) .566 90 1.536
Checking 11.02 (8.01) 10.31 (7.55) .437 90 .710
Rumination 23.06(10.18) 22.98(11.14) .039 90 .086
Precision 6.74 (6.33) 6.96 (6.72) -.155 90 -.211
PI-R Total 62.13 (29.11) 60.38 (34.05) .265 90 1.750
OBQ-87
(n=91)
Lowest through 
to 36 years 
(n=47)
36.1 years 
through to 
highest (n=44)
Tolerance for 
uncertainty
58.89 (18.88) 62.09(17.17) -.843 89 .401
Overestimation 
of threat
63.74(21.07) 65.48 (19.69) -.405 89 .687
Control of 
thoughts
65.26(20.51) 64.27(18.86) .237 89 .813
Importance of 
thoughts
50.28 (23.37) 50.52 (21.86) -.052 89 .959
Responsibility 69.19 (26.81) 73.89(22.19) -.907 89 .367
Perfectionism 65.62 (29.45) 67.61 (26.13) -.341 89 .734
OBQ-87 Total 373.17(122.36) 383.86(107.04) -.442 89 .659
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Appendix 17: Table Showing Parametric and Non Parametric Analyses
P aram etric test: Zero O rder  
P earson correlations  
(sign ificance 1 tailed)
N on-P aram etric Test: 
S p earm an ’s R ank O rder  
C orrelation  
(sign ificance 1 tailed)
M easures O C I-R  W P I-R  W O C I-R  W P I-R  W
O B Q  IR .062 .133 .046 .125
(.281) (.104) (.332) (.118)
O B Q  O T .191* .224* .196* .226*
(.035) (.016) (.031) (.016)
O B Q  TU .092 .189* .107 .203*
(.192) (.037) (.156) (.027)
O BQ  CT -.016 .034 -.026 .016
(.440) (.375) (.405) (.440)
O BQ  IT .131 .169* .123 .166
(.109) (.055) (.124) (.058)
O B Q  P .095 .159 .074 .142
(.185) (.066) (.242) (.089)
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